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I.  INTRODUCTION 


A.  Introduction 

Marital  disputes  play  an  integral  role  in  the  genesis  and  perpetuation 
of  depressive  illness.  According  to  Gurin  and  his  associates,  marital 
concerns  rank  first  among  the  reasons  why  people  seek  help  for  emotional 
disturbances  (Gurin,  1960) .  Recent  studies  have  focused  on  the  relationship 
between  marital  maladjustment  and  depressive  illness,  in  particular.  Some 
have  focused  on  marital  problems  as  the  precipitant  of  depression,  others, 
as  its  consequence.  Regardless  of  the  directionality,  the  marital  relation¬ 
ships  of  depressed  patients  are  markedly  disturbed.  It  has  been  observed 
that  marital  communication  of  acutely  depressed  women  is  characterized  by 
hostility  and  friction,  as  compared  to  normals  (Weissman  and  Paykel ,  1974). 
Furthermore,  a  pathogenenic  interaction  has  been  noted  whereby  depression 
in  one  spouse  can  lead  to  increased  marital  conflict  and,  subsequently,  to 
depression  in  the  otherwise  healthy  spouse  (Kreitman  et  al . ,  1971) .  The 
presence  of  such  marital  role  disputes  has  been  found  to  be  an  important 
determinant  of  treatment  outcome  for  depressed  patients  (Rounsaville  et  al . , 
1978).  For  these  reasons,  marital  therapy  is  regarded  as  an  increasingly 
important  part  of  the  treatment  plan  of  depressed  patients,  and  attention 
is  being  directed  toward  developing  psychotherapeutic  techniques  for  dealing 
with  interpersonal  disputes  (Klerman  et  al . ,  1977). 

There  is  evidence  that  women  may  be  particularly  vulnerable  to  the 
stress  of  disputes  within  the  relationship,  in  terms  of  their  risk  of  depression. 
It  has  been  consistently  demonstrated  that  females  have  higher  rates  of 
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depression  than  males,  and  proponents  of  the  "social  status  hypothesis"  of 
depression  attribute  this  female  preponderance  in  depression  to  the  dis¬ 
advantaged  social  status  of  women  (Weissman  and  Klerman,  1977).  According 
to  this  hypothesis,  women  who  embody  the  traditional  stereotyped  role — 
specifically,  married  women — will  have  particularly  high  rates  of  depression. 

In  fact,  this  trend  has  been  demonstrated:  in  comparison  to  married  men, 
married  women  have  higher  rates  not  only  of  depression,  but  of  psychosis, 
other  types  of  mental  illness,  suicide,  psychological  distress,  and  mortality. 
In  contrast,  unmarried  women  (single,  divorced,  or  widowed)  have  better 
emotional  and  physical  health  than  unmarried  men,  as  indicated  by  their  lower 
rates  on  the  measures  previously  mentioned.  These  data  have  led  sociologists 
and  psychologists  to  conclude  that  marriage  has  a  protective  effect  on  men, 
but  a  detrimental  effect  on  women  (Bernard,  1972;  Gove,  1972).  Consistent 
with  this  observation  are  the  findings  that  women  report  that  they  are  less 
happy  in  their  marriages  than  men  (Gurin,  1960),  and  that  dissatisfaction  in 
marriage  is  associated  with  low  morale  and  depression  (Renne,  1970).  Without 
an  intimate  and  confiding  relationship  with  a  spouse  or  spouse-equivalent, 
women  are  more  likely  to  become  depressed  in  the  face  of  life  stress  (Brown 
et  al . ,  1975).  These  findings  suggest  that  women,  especially  those  who  are 
unhappily  married,  have  a  greater  risk  of  depression  because  of  the  disad¬ 
vantages  of  their  position. 

In  the  present  study,  we  will  investigate  the  differential  patterns  of 
marital  (and  relationship)  disputes  in  patients  seeking  treatment  for  de¬ 
pression.  Specifically,  we  propose  that  marital  disputes  will  have  a  different 
role  in  the  depressive  episodes  of  women  than  in  men.  It  is  hypothesized 
that  marital  disputes  will  be  cited  as  a  primary  presenting  problem  by  women 
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more  often  than  by  men.  Second,  on  the  basis  of  the  different  impact  of 
marriage  postulated  for  men  and  women  ("protective"  vs.  "detrimental"),  it 
is  hypothesized  that  men  and  women  will  seek  treatment  for  depressive  symp¬ 
toms  in  the  most  "vulnerable"  stage  of  their  interpersonal  relationship 
dispute.  For  women,  this  will  be  while  the  relationship  is  intact;  for  men, 
this  will  be  after  its  dissolution.  We  will  report  the  presence  and  stage  of 
marital  disputes  in  a  population  of  ambulatory  depressed  men  and  women 
seeking  treatment  for  depression. 

B.  Review  of  the  Literature 

1 .  Association  of  Depression  and  Marital  Dysfunction 

Recent  studies  have  systematically  demonstrated  what  has  long  been  held 
as  conventional  wisdom:  depressive  illness  is  integrally  associated  with 
marital  dysfunction  and  dissatisfaction.  Coleman  and  Miller  (1975)  studied 
depression  and  marital  maladjustment  in  couples  attending  their  first  session 
at  an  outpatient  mental  health  clinic.  A  significant  correlation  between 
depression  and  marital  maladjustment  was  found  for  self-report  data  and  was 
replicated  by  therapists'  ratings. 

In  a  study  of  2299  adult  subjects,  Ilfeld  (1977)  found  that  stress  in 
the  primary  adult  relationship  (i.e.,  stress  of  marriage  or  of  being  single) 
is  the  life  area  most  closely  related  to  depression;  specifically,  marital 
stressors  had  a  higher  correlation  with  depressive  symptoms  than  either 
parenting,  job,  or  financial  stressors. 

The  nature  of  the  causal  relationship  between  marital  maladjustment 
and  depression  has  been  widely  debated.  Some  of  the  data  suggest  that  marital 
disputes  precede  and  precipitate  depression;  others  view  marital  difficulties 
as  a  consequence  of  depression.  The  first  viewpoint,  i.e.,  that  marital 
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events  precede  depression,  is  represented  by  Holmes  and  Rahe  (1967) ,  Paykel 
et  al . ,  (1969),  and  Ilfeld  (1976).  In  a  sample  of  185  depressed  patients 
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and  an  equal  number  of  matched  controls,  Paykel  et  al .  (1969)  compared  the 
frequency  of  occurrence  of  marital  life  events  in  the  six  months  immediately 
prior  to  the  symptomatic  onset  of  depression  with  a  comparable  six-month 
period  in  the  control  population.  Results  of  this  controlled  comparison  indi¬ 
cated  a  general  excess  of  marital  life  events,  such  as  increased  arguments, 
separation,  or  divorce,  prior  to  the  onset  of  depression.  The  authors  con¬ 
clude  that  the  marital  episodes  probably  have  a  causative  relationship  to  the 
depression.  Similarily,  Ilfeld  (1976)  indicates  that  the  current  social 
stressors  (including  marital  difficulties)  are  usually  present  before  symptom 
onset,  and  concludes  from  the  data  that  such  stressors  influence  symptoms  more 
than  they  are  influenced  by  them. 

The  issue  of  causality  between  marital  turmoil  and  depression  has  been 
approached  from  another  standpoint;  i.e.,  through  the  study  of  patients  who 
are  divorced.  The  incidence  of  psychiatric  disorders  in  a  divorced  population 
of  139  men  and  women,  as  compared  to  a  group  of  61  married,  never  divorced 
controls,  has  been  reported  by  Briscoe  et  al .  (1973,  1974).  The  findings 
demonstrated  that  three-fourths  of  the  divorced  women  and  two-thirds  of  the 
divorced  men  had,  or  currently  have,  a  psychiatric  disease.  Most  frequently, 
these  were  primary  affective  disease  (unipolar  depression)  and  antisocial  be¬ 
havior  among  both  men  and  women.  Noting  that  the  temporal  relationship  of  the 
depressive  symptoms  with  the  marital  life  events  of  marital  separation  and 
divorce  was  prominent,  Briscoe  and  his  associates  then  endeavored  to  clarify 
the  issue  of  whether  the  depressive  symptoms  were  the  result  of,  the  cause 
of,  or  both  a  result  of  and  a  contributing  factor  to  the  subsequent  marital 
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breakdown.  They  studied  this  question  by  comparing  different  populations: 

(1)  divorced  depressives  with  bereaved  depressives  and  with  other  hospitalized 
depressives  with  no  prior  stressful  life  events,  (2)  divorced  depressives 
with  other  divorced  probands,  and  (3)  divorced  depressives  in  whom  the  marital 
event  was  associated  with  the  onset  of  depression  with  those  in  whom  the  event 
was  not  temporally  associated.  In  addition,  the  investigators  asked  the 
interviewing  psychiatrist  to  record  his  opinion  as  to  whether  the  depressive 
symptomatology  contributed  to  the  marital  separation  or  divorce.  On  the 
basis  of  their  findings,  they  concluded  that  depressions  associated  with 
divorce,  unlike  the  depressions  of  bereavement  that  are  the  result  of  death 
of  a  spouse,  can  be  the  result  or  cause  (or  both)  of  the  marital  turmoil 
(Briscoe  and  Smith,  1973). 

A  similar  viewpoint  is  represented  by  proponents  of  what  could  be 
labeled  the  "interaction"  viewpoint:  regardless  of  which  develops  first, 
depression  and  marital  impairment  perpetuate  each  other.  In  a  model  of  de¬ 
pression  presented  by  Feldman  (1976),  the  intrapsychic  concept  of  cognitive 
schema  and  the  interpersonal  concepts  of  social  stimulation  and  reinforcement 
are  integrated  within  a  family  sys tems-theory  perspective.  Behavior  and 
cognition  in  the  non-depressed  spouse  and  in  the  depressed  spouse  are  seen 
as  mutually-stimulating  and  mutually-reinforcing. 

2 .  Marital  Communication  of  Depressed  Patients 

Despite  disagreements  about  whether  marital  disputes  lead  to  depression 
or  vice-versa,  the  consensus  is  that  depressed  patients  do,  in  fact,  show 
impairment  in  marital  functioning,  particularly  in  the  areas  of  communication. 
Recent  investigators  have  studied  and  elaborated  on  the  specific  nature  of 
the  impaired  interaction  between  the  depressed  patient  and  his  or  her  spouse. 


' 

6 


Weissman  and  Paykel  (1974)  compared  the  marital  relationships  of  40 
acutely  depressed  female  outpatients  with  40  nonsymptomatic ,  matched  controls 
and  found  that  the  marriages  of  the  depressed  women  were  considerably  more 
impaired.  The  depressed  women  were  more  verbally  uncommunicative  and 
reticent  as  well  as  more  submissive  and  dependent.  Although  the  depressed 
women  continued  to  have  sexual  relations  with  their  husbands,  they  experienced 
physical  difficulties  in  intercourse,  and  reported  diminished  sexual  interest. 
This  submission  resulted  in  the  depressed  women  having  resentment,  guilt 
and  ambivalent  affection  towards  the  spouse.  Their  marriages  were  marked 
by  a  high  degree  of  overt  interpersonal  friction  (Bullock  et  al . ,  1972; 
Weissman  and  Paykel,  1974).  Despite  the  psychoanalytic  view  that  aggression 
is  concealed  and  internalized  in  depression,  the  evidence  indicates  that  it 
is  not  the  expression  of  overt  anger  and  hostility  which  is  impaired,  but 
rather,  the  ability  to  communicate  needs,  wishes,  and  feelings.  Furthermore, 
the  difficulties  in  marital  communication  and  functioning  have  been  observed 
to  persist  even  after  improvement  of  the  depressive  symptomatology  (Bothwell 
and  Weissman,  1977;  Weissman  et  al . ,  1976). 

The  general  problem  of  individual  neurosis  and  pathological  marital 
interaction  was  systematically  investigated  in  a  study  of  60  male  neurotic 
patients  and  their  wives  as  compared  with  60  healthy  control  couples. 

(Kreitman  et  al . ,  1970,  1971).  The  sixty  male  patients  were  receiving  out¬ 
patient  treatment  for  neurosis,  including  reactive  depression,  or  for  char¬ 
acter  disorder,  including  alcoholism.  Through  the  use  of  self-report  ques¬ 
tionnaires,  the  researchers  demonstrated  that  correlations  on  "neurosis" 
scores  increase  for  both  members  of  a  patient-spouse  couple  with  increasing 
marriage  length  duration.  Specifically,  the  patients’  wives  reported 
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increasingly  high  levels  of  ill  health  and  neurotic  problems,  such  as 
depression,  the  longer  the  couple  had  been  married.  Compared  with  normal 
marriages  of  equal  length,  the  patient  couples  spent  more  time  together 
with  fewer  outside  social  contacts.  In  addition,  the  neurotic  male  patients 
were  more  likely  'to  dominate  their  spouses,  less  likely  to  engage  in  joint 
decisions  or  to  show  cooperation  in  household  economy,  and  significantly 
less  likely  to  be  affectionate  towards  their  spouses  than  were  their  control 
counterparts.  This  study  demonstrates  the  pathogenic  interaction  process 
whereby  behavior  of  the  mentally  impaired  spouse  leads  to  increased  marital 
stress  and  conflict,  which  contributes  to  mental  impairment  in  an  otherwise 
healthy  spouse.  In  Kreitman's  study,  the  initially  impaired  partner  was  the 
husband.  Observations  made  by  Barry  (1970)  suggest  that  this  pathogenic 
interaction  would  be  more  common  when  the  husband,  rather  than  the  wife, 
is  the  initially  neurotic  partner.  In  a  review  of  the  research  on  marital 
conflict  and  happiness,  Barry  found  that  personality  factors  and  instrumental 
functioning  of  the  husband  determine  the  level  of  marital  conflict  or  happi¬ 
ness,  regardless  of  the  wife's  disposition. 

Hinchliffe  and  her  associates  (Hinchliffe  et  al . ,  1977;  Hooper  et  al . , 
1977)  analyzed  the  patterns  of  communication  between  20  depressed  patients 
and  their  spouses,  as  compared  to  20  nondepressed  surgical  patients  and  their 
spouses.  Specifically,  they  analyzed  the  communicative  acts  in  terms  of  the 
domain  of  "expressiveness,"  i.e.,  the  affective  interactive  content  of  communi¬ 
cation  as  reflected  in  speech,  choice  of  language,  and  tone  of  voice.  The 
findings  showed  that  the  depressed  patient  couples  produced  higher  levels  of 
expressiveness  than  the  surgical  control  couples,  but  that  the  levels  of 
expressive  communication  between  the  two  groups  approximated  each  other  when 
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the  patients  recovered.  Furthermore,  it  was  demonstrated  that  depressed  men 
and  women  showed  different  patterns  of  expressiveness.  Depressed  males  had 
more  difficulties  in  expressing  their  feelings  of  depression  than  depressed 
women.  The  men  were  unable  to  confront  their  partners  with  open  hostility 
and  aggression,  and  yet,  expressed  their  frustrations  through  their  tone  of 
voice.  Furthermore,  they  attempted  to  mask  their  feelings  by  using  a  more 
positively  toned  choice  of  words.  Females,  on  the  other  hand,  maintained  a 
high  level  of  negative  expressiveness  and  tension  and  open  hostility  (which 
they  reduced  in  the  presence  of  a  stranger) .  These  results  confirmed  the 
findings  of  Paykel  and  Weissman,  as  already  described.  The  authors  suggest 
that  the  depressive  response  to  threat  within  the  marital  situation  could  be 
different  between  the  sexes. 

3 .  Marital  Impairment  and  Treatment  Outcome 

Marital  impairment,  the  nature  of  which  we  have  described  above,  has 
been  found  to  be  an  important  predictor  of  treatment  outcome  in  depressed  pa 
tients.  In  a  study  of  the  outcome  of  maintenance  treatment  (amitriptyline 
and/or  psychotherapy)  in  40  depressed  women,  Rounsaville  et  al . ,  (1978) 
demonstrated  that  women  involved  in  active  marital  disputes  had  a  poorer 
prognosis  than  those  without  partners  or  with  harmonious  marriages.  Those 
with  disputes  were  more  likely  to  relapse  and  had  a  significantly  higher 
level  of  depressive  symptoms  at  the  end  of  eight  months  of  treatment.  How¬ 
ever,  those  women  who  were  able  to  improve  their  disturbed  marriages  in 
treatment  were  also  more  likely  to  improve  from  the  acute  depressive  illness 
whereas  those  who  made  no  changes  were  less  likely  to  show  an  improvement 
in  depressive  symptomatology. 


A .  Different  Impact  of  Marriage  on  Men  and  Women 


The  studies  which  have  been  presented  demonstrate  that  marital  disputes 
are  integrally  associated  with  depression  for  both  sexes.  However,  the 
literature  also  suggests  that  marriage  itself  (and  its  dissolution)  has  a 
different  impact  on  men  and  women.  On  the  basis  of  these  observations,  we 
would  predict  that  marital  adjustment  will  play  a  different  role  in  the 
depressive  episodes  of  women  and  men. 

One  of  the  major  sources  of  support  for  the  viewpoint  is  difference 
in  rates  of  depression  for  men  and  women.  Reports  have  consistently  shown 
that,  within  Western  industrialized  societies,  the  rates  of  depression  of 
women  are  higher  than  those  of  men.  In  an  extensive  review  of  the  evidence 
for  this  sex  difference,  Weissman  and  Klerman  (1977)  conclude  that  the 
differences  are  "real"  rather  than  "artifactual . "  They  suggest  that  one 
of  the  major  factors  which  may  account  for  this  preponderance  of  female  de- 
pressives  is  the  disadvantaged  status  of  women  who  occupy  the  traditional 
social  role;  most  notably,  married  women.  On  the  basis  of  data  which  compare 
the  rates  of  suicide,  psychiatric  disorders,  and  mortality  by  sex  and  marital 
status,  sociologists  and  psychologists  have  concluded  that  marriage  has  a 
protective  effect  on  males  but  a  detrimental  effect  on  females. 

The  pioneering  study  was  conducted  by  Durkheim  (1951) ,  who  compared 
the  rates  of  suicide  within  various  countries  by  sex,  marital  status,  and 
other  sociodemographic  variables.  Suicide  rates  were  found  to  be  consistently 
higher  for  unmarried  than  for  married  groups.  The  ratio  of  unmarried  to 
married  suicide  completers  was  referred  to  as  the  "coefficient  of  preservation, 
and  indicated  the  relative  desirability  of  marriage  as  compared  to  being 
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single  (divorced  or  widowed)  for  men  and  women.  The  sex  which  had  the  highest 
correlation  coefficient  changed  from  country  to  country,  and  Durkheim  related 
these  shifts  to  the  nature  of  the  institution  of  marriage.  The  sex  that  is 
favored  changed  from  society  to  society. 

Using  Durkheim’s  formulation,  Gove  (1972a)  studied  suicide  rates  for 
males  and  females  in  the  United  States  and  in  other  Western  industrialized 
nations  between  1959  and  1961.  In  all  cases,  the  coefficient  of  preservation, 
i.e.,  the  disparity  between  being  married  and  being  unmarried  (single, 
widowed,  divorced),  was  greater  for  males  than  for  females.  Gove  attributes 
these  results  to  the  nature  of  the  marital  roles  occupied  by  men  and  women, 
and  concludes  that  there  have  been  changes  in  the  woman ''s  role  that  have  been 
detrimental  to  married  women.  Furthermore,  within  our  society  at  the  present 
time,  marriage  is  more  advantageous  to  men  than  to  women  while  being  un¬ 
married  is  probably  more  disadvantageous  to  men  than  to  women. 

The  data  on  mental  illness  (including  depressive  neurosis  and  psychosis) 
suggest  similar  conclusions.  Gove  and  his  associates  (1972b,  1973)  examined 
the  rates  of  mental  illness,  including  neurotic  disorders  and  the  functional 
psychoses  as  indicated  by  community  surveys,  first  admissions  to  mental 
hospitals,  psychiatric  treatment  in  general  hospitals,  psychiatric  outpatient 
clinics,  private  outpatient  psychiatric  care,  and  practices  of  general  physi¬ 
cians.  Regardless  of  the  source  of  data,  women  were  shown  to  have  higher 
rates  of  mental  illness  than  men  following  World  War  II.  However,  when  the 
rates  were  examined  by  marital  status,  it  was  found  that  the  higher  overall 
rates  of  mental  illness  for  females  were  largely  accounted  for  by  the  higher 
rates  for  unmarried  persons.  Within  each  marital  category,  single,  divorced, 
and  widowed  females  had  lower  rates  of  mental  illness  than  their  male  counter¬ 
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Similar  trends  were  found  by  Radloff  (1973)  in  data  on  depressive 
symptoms  in  a  community  survey  conducted  in  Kansas  City,  Missouri,  and 
Washington  County,  Maryland;  by  Porter,  in  a  study  of  depressive  illness  in 
a  Surrey,  England,  general  practice  (Bachrach,  1975);  by  0ciegard  (1953) 
in  a  study  of  psychosis  in  Norway;  by  Knupfer  et  al . ,  (1966),  in  a  study 
of  maladjustment  (including  depression,  anxiety,  phobic  reactions,  anti¬ 
social  tendencies  and  neurotic  symptoms)  in  a  San  Francisco  population;  by 
a  National  Health  Survey  of  psychological  distress  (Bachrach,  1975);  by 
Manheimer  et  al . ,  in  a  California  survey  of  factors  related  to  psychotropic 
drug  use  (Bachrach,  1975);  and  by  Gove  (1973)  and  Sheps  (1961)  in  separate 
studies  of  mortality  rates.  In  terms  of  psychological  and  physical  health, 
being  married  is  considerably  more  beneficial  for  men  than  it  is  for  women; 
in  fact,  some  of  the  data  indicate  that  being  married  may  even  be  detrimental 
to  a  woman's  emotional  health. 

5 .  Sources  of  Disadvantages  in  the  Married  Female's  Role 

The  source  of  the  disadvantages  of  the  married  female  relative  to  the 
married  male  have  been  explored  by  numerous  authors,  including  Bernard 
(1972),  Gove  (1972b,  1973),  Radloff  (1973),  and  Bachrach  (1975).  The  central 
thesis  of  Bernard's  book  is  that  there  are  two  distinct  marital  realities — 
the  husband's  and  the  wife's — and  "his"  is  more  advantageous  than  "hers." 
According  to  Bernard,  "marriage  introduces  such  profound  discontinuities  into 
the  lives  of  women  as  to  constitute  genuine  emotional  health  hazards." 

(pp.  41).  This  is  referred  to  as  the  "shock  theory"  of  marriage.  A  "pygmalion 
effect"  is  observed  whereby  wives  shape  themselves  to  conform  to  their  hus¬ 
bands'  expectations  more  than  husbands  do  to  wives'  (Tharp,  1963). 

Similarly,  it  has  been  suggested  that  it  is  the  female  rather  than  the 
male  who  makes  the  wider  detour  from  personal  development  in  order  to  fit 
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the  marriage  "mold."  In  a  study  of  150  adult  subjects  who  had  participated 
in  a  longitudinal  study  at  the  Institute  of  Human  Development  at  Berkeley, 
Peskin  (1976)  found  that  different  marital  careers — intact  marriage  and 
divorce — were  anticipated  by  substantially  different  adolescent  and  child¬ 
hood  personality  makeups  for  women  but  not  for  men.  There  were  more  pre¬ 
adult  Q-sort  item  differences  between  married  and  divorced  females  than 
between  married  and  divorced  males.  The  married  women  were  more  submissive, 
conservative,  and  conventional  during  adolescence,  whereas  the  pre-adulthood 
of  the  divorced  women  showed  the  expected  signs  of  personal  struggle  in 
greater  nonconformity  and  rebellion.  The  results  indicate  that  socializa- 
tion-f or-marriage  is  more  prominent  and  conflictual  for  the  identity  of  the 
female  than  for  the  male.  The  woman's  preparation  for  marriage  involves 
transforming  "the  narcissism  of  the  self  into  the  narcissism  of  the  rela¬ 
tionship  "  (Peskin,  1976) . 

The  life  style  within  the  marriage  appears  to  be  more  restrictive  and 
less  advantageous  for  a  woman  than  a  man.  This  situation  would  be  particularly 
conducive  to  emotional  problems,  since,  as  Pearlin  and  Lieberman  (1977) 
contend,  the  impact  of  events  (such  as  marriage)  is  largely  channeled  through 
the  persistent  problems  within  the  roles.  Traditionally,  marriage  has 
effected  a  change  in  women's  instrumental  role;  she  assumes  the  position 
of  housewife.  Gove  (1972b),  Bernard  (1972)  and  others  have  outlined  some  of 
the  undesirable  aspects  of  this  occupational  role  which  might  produce  the 
unusually  high  rates  of  depression  in  women. 

First,  the  married  woman  is  disadvantaged  in  that  her  social  role, 
that  of  housewife,  is  generally  her  only  role;  the  married  man,  on  the 
other  hand,  occupies  two  roles — as  household  head  and  worker.  Thus,  a  married 
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man  has  two  major  sources  of  gratification — his  family  and  his  work,  whereas 
a  woman  has  only  one — her  family.  She  is  more  vulnerable  to  difficulties 
within  the  marriage.  If  she  finds  her  family  role  is  unsatisfactory,  she 
typically  has  no  major  alternative  source  of  gratification.  Second,  house¬ 
keeping  occupies  a  low  (and  unpaid)  status,  and  the  nature  of  the  work  may 
be  frustrating  and  boring.  The  occupancy  of  such  a  low-status,  technically 
undemanding  position  is  not  consonant  with  the  intellectual  attainment  of 
a  large  proportion  of  married  women  in  our  society.  Third,  the  role  of  the 
housewife  is  relatively  unstructured — a  condition  conducive  to  brooding. 
Fourth,  even  when  a  married  woman  does  work  outside  the  home,  she  is  typically 
in  a  less  rewarding  position  than  the  married  man.  Discrimination  in  jobs 
may  increase  her  feeling  of  frustration  and  low  self-esteem.  Fifth,  the 
expectations  confronting  women  are  unclear  and  diffuse  (Gove,  1972b). 

Role  restriction,  boredom,  and  status  denigration  may  not  be  the  only 
risk  factors  in  marriage;  other  intervening  factors  such  as  family  size 
and  financial  resources  must  also  be  considered  (Pearlin  and  Johnson,  1975). 
Brown  et  al .  (1975)  studied  the  interaction  of  some  of  these  factors,  using 

data  from  a  community  survey  in  London.  They  demonstrated  that  the  quality 
of  the  marital  relationship  was  an  important  determinant  of  the  woman's 
ability  to  cope  with  difficult  aspects  of  her  life.  The  general  level  of 
satisfaction  and  intimacy  within  the  relationship  with  the  husband  or  boy¬ 
friend  and  the  amount  of  emotional  support  he  gave  the  woman  was  the  impor¬ 
tant  factor  in  protecting  against  depression  in  the  face  of  life  stresses. 
Therefore,  a  woman  whose  marriage  is  characterized  by  hostility  and  friction 
is  disadvantaged  in  at  least  two  respects;  not  only  does  she  have  to  deal  with 
the  stresses  arising  from  within  the  marriage  itself,  but  she  is  also  more 
vulnerable  to  the  depressing  effects  of  other  life  stresses. 
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Considering  the  difficulties  inherent  in,  or  attendant  to,  their 
role,  it  is  not  surprising  to  observe  that  women  find  marriage  to  be  more 
difficult  than  men.  The  results  of  the  study  conducted  by  Gurin  et  al . 

(1960)  on  mental  health  and  happiness  provide  empirical  evidence  for  this 
statement.  Women  report  more  marital  problems  than  men,  and  tend  to  be 
less  happy  with  their  marriage.  They  are  also  more  likely  to  attribute  the 
marital  problems  to  their  husbands  than  vice-versa.  Women  are  less  likely 
than  men  to  get  satisfaction  from  their  parental  role,  indicating  that  they 
have  more  problems  in  dealing  with  the  children  and  more  frequently  feel 
inadequate  as  a  parent.  In  general,  Gurin* s  data  suggest  that  married 
women  find  their  role  more  limiting  and  frustrating  than  do  men  (Gove,  1972b). 
On  the  basis  of  this  evidence,  we  hypothesize  that  women  will  view  difficulties 
within  the  primary  adult  relationship  as  a  prominent  and  contributory  part 
of  their  depressive  illness  more  frequently  than  will  men.  Furthermore,  we 
predict  that  this  will  be  particularly  true  among  the  married  patients: 
depressed,  married  women  will  present  disputes  within  the  marriage  as  their 
primary  problem  more  often  than  their  male  counterparts. 

6 .  Role  of  Unmarried  Men  and  Women 

In  contrast,  we  hypothesize  that  depressed  men  will  tend  to  present 
problems  relating  to  the  dissolution  of  the  marriage  (or  primary  adult 
relationship)  relatively  more  often  than  will  women.  The  roles  of  unmarried 
men  and  women  appear  to  be  more  similar  than  the  roles  of  married  men 
and  women  (Gove,  1972b).  If  single,  both  men  and  women  generally  occupy 
only  one  major  societal  role:  jobholder.  If  separated  or  divorced,  both 
men  and  women  are  subjected  to  role  discontinuity,  economic  hardship,  social 
isolation,  and  parental  stresses  (Pearlin  and  Johnson,  1977).  The  man  who 
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loses  custody  of  his  children  loses  one  of  his  major  sources  of  gratification. 
For  the  woman,  parental  responsibilities  may  be  particularly  burdensome 
without  a  spouse,  especially  if  she  has  to  assume  a  new  role  as  jobholder. 

It  is  debatable  which  group  (unmarried  men  or  unmarried  women)  is  at  the 
greater  disadvantage  relative  to  each  other.  It  has  been  suggested  that 
men  are  at  a  greater  disadvantage  in  that  they  are  more  apt  to  be  socially 
isolated,  whereas  women  tend  to  form  and  maintain  close  interpersonal  ties. 
Relative  to  their  former  married  state,  however,  currently  unmarried  men  are 
clearly  at  a  greater  disadvantage  than  unmarried  women.  In  their  new  "un¬ 
attached"  role,  men  are  not  afforded  the  same  advantages  or  protection  which 
they  enjoyed  during  marriage.  For  women,  being  single  is  only  slightly  less 
favorable  than  being  married,  and  may  even  be  more  advantageous  in  some 
respects . 

The  "social  status  hypothesis"  (Weissman  and  Klerman,  1977)  maintains 
that  detrimental  aspects  of  the  social  role  may  ultimately  contribute  to 
clinical  depression.  If  this  assumption  is  correct,  then  men  and  women  will 
have  the  greatest  risk  of  depression  during  the  period  at  which  they  occupy 
the  most  "disadvantaged"  social  position.  This  "risk-period"  for  women  is 
greatest  during  the  marriage;  for  men,  it  is  greatest  after  the  dissolution 
of  the  relationship.  Therefore,  in  those  cases  where  marital  or  relationship 
disputes  are  seen  as  contributory  to  the  depressive  picture,  we  hypothesize 
that  women  will  present  problems  related  to  disputes  within  the  relationship, 
whereas  men  will  present  problems  related  to  the  dissolution  of  the  relation¬ 
ship.  In  other  words,  the  stage  of  the  dispute  will  differ  for  the  sexes. 

7 .  Stages  of  Marital  Dispute  for  Men  and  Women. 


This  stage  hypothesis  derives  additional  support  from  two  sources. 
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First,  Briscoe  and  Smith  (1973)  studied  the  temporal  relationship  of  depres¬ 
sive  episodes  to  index  marriages  and  divorces  in  33  female  and  12  male 
divorced  probands  with  the  diagnosis  of  unipolar  affective  disease.  The 
results  indicated  the  following:  (1)  Almost  three  times  as  many  women  as.  . 
men  (proportionately)  reported  that  the  onset  of  the  first  episode  of  de¬ 
pression  occurred  during  the  marriage — from  the  beginning  of  the  marriage 
to  at  least  six  months  before  any  marital  separation:  48%  of  the  women  vs. 
17%  of  the  men.  (2)  A  slightly  greater  proportion  of  men  than  women  noted 
the  first  episode  within  six  months  before  or  following  any  marital  separa¬ 
tion:  42%  of  the  men  vs.  33%  of  the  women.  (3)  Over  six  times  as  many  men 

as  women  (proportionately)  experienced  their  first  episode  within  six 
months  before  or  after  the  final  divorce  decision:  17%  vs.  3%.  When  the 
probands  were  asked  to  indicate  whether  they  had  any  episode  of  depression 
within  the  given  time  period,  the  male-female  difference  is  again  observed: 
(1)  Almost  twice  as  many  women  ^as  men  (proportionately)  experienced  a 
depressive  episode  within  their  marriage  at  least  six  months  before  any 
marital  separation  occurred:  60%  of  the  women  compared  to  only  33%  of  the 
men.  (2)  A  comparable  proportion  of  women  and  men  became  depressed  within 
six  months  before  or  following  any  marital  separation:  88%  of  the  women  vs. 
83%  of  the  men.  (3)  A  markedly  higher  proportion  of  men  than  women  became 
depressed  within  six  months  before  or  following  the  proband’s  final  divorce 
decision:  92%  of  the  men  vs.  61%  of  the  women.  These  findings  support  our 

hypothesis.  A  greater  proportion  of  women  than  men  experienced  either  their 
first  or  any  subsequent  episode  of  depression  during  their  marriage,  prior 
to  any  separation  or  divorce.  Men  showed  a  greater  tendency  than  women  to 
experience  their  first  depressive  episode  around  the  time  of  separation  or 
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divorce,  and  a  greater  tendency  to  experience  any  depressive  episode  around 
the  time  of  the  final  divorce  decision. 

The  study  of  social  sources  of  emotional  distress  conducted  by  Pearlin 
and  Lieberman  (1977)  also  suggests  that  depressed  women  will  present  with 
more  relationship  disputes  than  depressed  men,  particularly  during  the 
marriage  (as  opposed  to  after  its  dissolution) .  In  an  elegant  study  of  2300 
people  in  the  Chicago  area,  the  authors  investigated  the  "life-strains" 
which  contribute  to  emotional  distress.  These  life-strains  can  be  grouped 
into  three  categories:  normative  events,  non-normative  events,  and  persis¬ 
tent  role  problems.  "Normative  events"  are  those  which  may  be  stressful  but 
are  expected  and  regular  in  occurrence;  e.g.,  marriage  or  remarriage,  or 
loss  of  a  spouse  from  death.  Loss  of  a  spouse  from  divorce  or  separation, 
however,  constitutes  a  "  non-normative  event";  i.e.,  a  crisis  which,  however 
common,  is  "not  easily  predictable  because  it  is  not  built  into  movement 
across  the  span  of  life."  The  third  group  of  life  strains  are  "persistent  role 
problems."  These  events  do  not  have  discrete  onset  in  time,  but,  on  the 
contrary,  "acquire  their  presence  insidiously  and  become  relatively  fixed 
and  ongoing  in  daily  role  experiences."  The  problems  which  are  encountered 
within  marriage  are  most  frequently  of  this  type;  e.g.,  nonfulfillment  of 
expectations,  lack  of  reciprocity,  and  nonacceptance  by  spouse.  These  diffi¬ 
culties  are  often  "chronic,  low-keyed  frustrations  and  hardships  that  people 
have  to  contend  with.  .  .in  their  family  relations." 

Applying  these  concepts  to  our  study,  we  are  hypothesizing  that  women 
will  associate  their  depression  with  persistent  marital  role  problems, 
whereas  men  will  associate  their  depression  with  the  non-normative  events 
of  separation  and  divorce.  Two  of  Pearlin  and  Lieberman’ s  findings 
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are  particularly  relevant  to  our  study.  First,  they  compared  the  likelihood 
that  men  and  women  would  experience  the  same  life-strains.  Males  and 
females  are  equally  likely  to  lose  a  spouse  through  divorce  and  separation — 
an  obvious  result  since  divorce,  by  definition,  occurs  to  both  parties.  How¬ 
ever,  women  are  significantly  more  likely  than  men  to  experience  marital 
strains,  including  nonf ilf illment  of  expectations  (p  <’.05),  lack  of  recipro¬ 
city  (p  <.01),  and  nonacceptance  by  spouse  (p  <.01).  This  finding  lends 
support  to  Bernard's  statement  that  "there  are  two  marriage  realities — the 
husband's  and  wife's — and  hers  is  less  advantageous  than  his." 

Second,  both  loss  of  spouse  through  divorce  and  separation,  as  well 
as  persistent  marital  problems,  are  significantly  associated  with  psychological 
distress;  especially  anxiety  and  depression.  The  gamma  value  for  the  asso¬ 
ciation  between  distress  and  disruption  of  the  marriage  is  0.23  (p  <  .001). 
Between  distress  and  persistent  marital  problems  such  as  nonfulfillment  of 
expectations  or  nonacceptance  from  spouse,  gamma  =  0.40  (p  <  .001).  The 
finding  that  loss  of  a  spouse  through  separation  or  divorce  is  quite  distress¬ 
ful  is  expected.  The  authors  note,  however,  that  "it  is  perhaps  less  expected 
that  key  problems  persisting  within  intact  marriages  are  even  more  likely 
than  the  disruption  of  marriage  to  produce  distress."  Therefore,  in  general, 
we  would  expect  to  find  that  a  greater  portion  of  patients  will  associate 
their  depressive  episodes  with  persistent  problems  within  the  relationship 
than  with  problems  related  to  dissolution  of  the  relationship.  Furthermore, 
since  women  are  more  vulnerable  to  these  persistent  marital  problems  than 
men,  we  would  expect  to  find  that  a  greater  number  of  women  than  men  will 
present  with  marital  problems  while  the  relationship  is  still  intact.  By 
extension,  a  greater  proportion  of  men  than  women  will  present  with  problems 
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after  dissolution.  Men  and  women  are  equally  likely  to  be  exposed  to  the 
disruptive  effect  of  a  divorce  or  separation.  For  both,  the  transition 
itself  from  the  married  to  the  unmarried  state  will  be  traumatic.  However, 
Pearlin  concludes  that  the  transition  from  one  role  to  another  is  far  less 
predictive  of  distress  than  the  quality  of  experience  one  finds  within  the 
new  role.  If  this  is  true,  and  if  the  unmarried  state  is  even  more  dis¬ 
advantageous  for  a  man  than  for  a  woman  (as  the  literature  suggests) ,  then 
more  men  than  women  will  present  disputes  after  dissolution  of  the  relation¬ 
ship  . 

C .  Purpose 

The  purpose  of  this  research  is: 

1.  To  compare  the  primary  problems  presented  by  the  108  men  and  women 
seeking  treatment  for  depression.  Specifically,  we  will  compare  the  fre¬ 
quencies  with  which  men  and  women  present  marital  disputes  as  prominent  and 
contributory  to  their  depressive  picture. 

2.  To  compare  the  "stages"  of  the  marital  disputes  presented  by  men  and 
women . 

3.  To  compare  the  sociodemographic,  diagnostic  and  clinical  features 
of  the  men  and  women  who  have  marital  disputes  with  those  who  do  not. 

D.  Hypotheses 

Our  hypotheses  are  as  follows: 

1.  Marital  role  disputes  will  be  viewed  as  a  primary  presenting  problem 
by  a  considerable  proportion  of  the  patients  seeking  treatment  for  depression. 
In  fact,  we  predict  that  marital  disputes  will  be  presented  more  frequently 
than  any  other  single  role  disturbance. 

2.  Women  will  be  more  likely  than  men  to  present  marital  disputes  as 
contributory  to  their  depressive  picture. 
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3.  In  the  total  sample  of  depressed  patients,  the  depressive  episode 
will  be  associated  with  persistent  difficulties  within  the  marriage  (or 
primary  adult  relationship)  more  frequently  than  with  loss  of  spouse 
through  separation  or  divorce. 

4.  Among  those  patients  who  do  associate  their  depressive  picture  with 
prominent  marital  disputes,  men  will  tend  to  seek  treatment  after  disrup¬ 
tion  of  the  relationship,  whereas  women  will  seek  treatment  while  the 
marriage  is  still  intact  (i.e.,  either  while  they  are  in  the  process  of 
renegotiating  their  marital  relationship  or  when  the  relationship  is  at  an 
impasse) . 


II.  DESIGN  AND  METHODS 


A.  Subject  Population 

1 .  Patient  Definition  in  Original  Medication  Study 

The  patients  for  the  present  study  were  selected  from  a  larger  sample 
of  acutely  depressed  ambulatory  patients  who  consented  to  participate  in  a 
double  blind,  randomized  clinical  trial  to  compare  the  value  of  a  combination 
of  amitriptyline  and  perphenazine  against  each  of  these  medications  alone  in 
the  treatment  of  depression.  This  original  sample  was  composed  of  275  male 
and  female  outpatients  of  the  Depression  Research  Unit  admitted  between 
March,  1973,  and  July,  1977,  aged  18-65,  who  were  judged  by  the  psychiatrist 
to  fulfill  certain  criteria  (Weissman  and  Prusoff,  protocol).  The  most 
important  criterion  was  the  presence  of  clinical  depression  of  at  least  two 
weeks'  duration  and  sufficiently  intense  at  the  initial  interview  to  be 
rated  at  least  7  on  the  Raskin  Three  Area  Scale.  This  scale  has  a  range  of 
3-15,  derived  by  summing  separate  1-5  assessments  of  the  patient's  verbal 
report  of  symptoms,  observable  behavior  at  the  interview,  and  secondary 
symptoms  of  depression  (Raskin  et  al . ,  1967,  1969).  Verbal  reports  included: 
feeling  blue,  helpless,  hopeless,  worthless,  wishing  one  were  dead,  loss  of 
interest,  and  crying  spells.  Observable  depressed  behavior  included: 
looking  sad,  crying  easily,  speaking  softly,  psychomotor  retardation  or  agi¬ 
tation.  Secondary  symptoms  included:  insomnia  or  other  sleep  disorders, 
anorexia,  difficulty  concentrating,  constipation,  change  in  sexual  functioning. 

Patients  were  excluded  where  their  depression  appeared  secondary  to 
another  predominant  syndrome,  such  as  schizophrenia.  Neither  personality 
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disorders  nor  disturbances  of  social  behavior  or  interpersonal  relations  were 
grounds  for  exclusion.  The  complete  list  of  exclusion  criteria  is  as  follows: 

Exclusion  Criteria 

Patients  with  any  of  the  following  exclusion  criteria  cannot  be  ad¬ 
mitted  into  the  study: 

1.  Patients  with  serious  cardiac  failure,  hepatic  or  renal  disease. 

2.  Patients  with  alcoholism,  drug  addiction,  organic  brain  syndrome 

and/or  schizophrenia. 

3.  Patients  who  have  had  electroconvulsant  therapy  within  the 
previous  six  months. 

4.  Patients  with  evident  urinary  retention,  prostatic  hypertrophy 
or  glaucoma,  or  a  history  of  the  aforementioned  medical  problems. 

5.  Patients  who  are  pregnant  or  who  are  breast  feeding  their  baby. 

6.  Patients  who  are  receiving  MAO  inhibitors  and  who  were  receiving 

them  less  than  two  weeks  before  proposed  entry  into  the  study. 

7.  Patients  receiving  psychotropic  medications  or  who  were  receiving 
them  less  than  one  week  prior  to  proposed  entry  into  the  study. 

If  more  than  one  week  has  elapsed  since  the  last  dose  of  psychotropic 
medication,  or  two  weeks  since  the  last  dose  of  an  MAO  inhibitor,  the  patient 
may  be  considered  for  admission  into  the  study. 

8.  Patients  with  thyroid  disease  or  who  are  receiving  thyroid  extract. 
Should  a  patient  require  thyroid  extract  after  entry  into  the  study,  the 
patient  may  no  longer  remain  in  the  study. 

2 .  Matching  of  Patients  in  the  Present  Study 

For  the  present  study,  108  patients  -  54  men  and  54  women  -  were  selected 
by  the  following  procedure.  All  of  the  54  men  who  participated  in  the  original 
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trial  (between  March,  1973,  and  July,  1977)  were  included.  The  number  of 
women  in  the  original  sample  exceeded  that  of  men  by  a  ratio  of  4:1;  in  the 
present  study,  it  was  decided  to  match  the  number  of  women  and  men.  To 
achieve  this  goal,  men  and  women  were  matched  according  to  their  date  of 
admission;  i.e.,  we  included  the  first  woman  who  was  admitted  following  any 
given  male  patient.  For  example,  the  female  "101"  was  chosen  to  correspond 
to  the  male  "100",  where  numbers  were  assigned  sequentially  on  the  basis 
of  date  of  admission.  In  cases  where  this  was  not  possible,  for  example, 
where  two  men  immediately  followed  each  other,  the  woman  immediately  preceding 
the  male  patient  was  selected.  No  attempt  was  made  to  match  for  age  or  other 
sociodemographic  or  clinical  variables. 

B .  Design  of  Study 

1 .  Design  of  Original  Medication  Study 

This  study  was  a  double-blind,  randomized,  clinical  trial  to  compare  the 
effectiveness  of  a  combination  of  amitriptyline  and  perphenazine  against  each 
of  these  medications  alone  in  the  treatment  of  depression.  Each  patient  re¬ 
ceived  either  one  of  these  drugs  (amitriptyline  25  mg.  or  perphenazine  4  mg. 
tablets)  or  a  combination  (Triavil  4/25  tablets).  He  or  she  was  seen  by  a 
clinical  interviewer  with  a  master’s  degree  in  psychology  for  pre-treatment 
evaluation  followed  by  another  pre-treatment  evaluation  and  at  least  four 
weekly  sessions  with  a  psychiatrist  at  the  Depression  Research  Unit.  During 
these  meetings,  the  patient  received  adjustment  of  his  medication  and  suppor¬ 
tive  psychotherapy.  On  admission  to  the  study,  basic  sociodemographic, 
historical,  and  diagnostic  information,  as  well  as  baseline  pathology  and 
side  effects,  were  assessed.  Manifest  psychopathology  was  assessed  by  the 
treating  psychiatrist  and  by  self-report  throughout  the  four  weeks  of  treat¬ 
ment,  using  scales  described  below. 
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2 .  Design  of  Present  Study 

In  the  present  study,  males  and  females  were  compared  on  the  following: 

a.  Descriptive  Variables. 

(1)  Sociodemographic  characteristics. 

(2)  Diagnostic  and  clinical  characteristics. 

(3)  Symptom  patterns  and  severity. 

(4)  Social  adjustment. 

b.  Presenting  Problems. 

c.  Presence  of  Marital  Disputes. 

d.  Stage  of  Marital  Dispute. 

The  procedures  by  which  the  comparisons  by  sex  were  made  are  described 

below. 

C .  Sources  of  Data 

1 .  Sociodemographic  Characteristics 

The  males  and  females  were  compared  on  the  following  sociodemographic 
variables:  age,  race,  religion,  nationality,  marital  status,  number  of 

children,  social  class  (Hollingshead ,  1957),  education,  occupation,  home  en¬ 
vironment  status,  and  number  of  moves  during  the  past  five  years.  This  ma¬ 
terial  is  found  chiefly  on  the  form  used  in  the  original  study  entitled 
"Social  History  Data  -  Patient  Personal  Data  Inventory  -  Part  I"  (See  Appendix) . 
Marital  status  was  obtained  and  coded  by  the  author  from  the  sociodemographic 
data  presented  in  the  narrative  summaries,  and  work  role  was  obtained  from 
the  Social  Adjustment  Scale  -  Self  Report.  Using  these  variables,  calculations 
of  frequencies,  percent,  and  significance  levels  were  made  for  the  males  and 
females  in  the  population. 

2 .  Diagnostic  and  Clinical  Characteristics 


The  patients  were  compared  on  the  diagnostic  indices  which  were 
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included  in  the  "Clinical  Interview"  form  of  the  original  study  (see  Appendix) . 
The  diagnostic  indices  included  the  following: 

a.  Primary  Diagnosis.  This  diagnosis  was  made  by  the  evaluating 
psychiatrist,  using  the  American  Psychiatric  Association  categories  and  cri¬ 
teria  outlined  in  the  second  edition  of  the  Diagnostic  and  Statistical  Manual 

of  Mental  Disorders  (A.P.A.,  1968).  Suspected  etiology  (endogenous  or  reactive) 
and  predominant  symptom  complex  (agitated,  retarded,  psychotic,  somatic,  or 
other)  were  also  compared,  using  information  from  the  "Clinical  Interview" 
form. 

b.  Endogenomorphic  Diagnosis.  Klein  (1974),  developed  this  term  for 
depression  which  is  accompanied  by  a  sharp  impairment  of  the  capacity  to  ex¬ 
perience  pleasure  or  to  respond  affectively  to  the  anticipation  of  pleasure, 
resulting  in  the  profound  lack  of  interest  and  investment  in  the  environment. 

The  depression  should  be  accompanied  by  either  agitation  or  retardation.  A 
diagnosis  of  "definite"  endogenomorphic  depression  must  have  either  definite 
loss  of  pleasure  or  interest  or  both  plus  either  agitation  or  retardation. 
"Possible"  endogenmorphic  depression  includes  either  definite  loss  of  pleasure 
or  interest  without  retardation  or  agitation,  or  definite  retardation  without 
loss  of  pleasure  or  interest.  Agitation  without  other  symptoms  is  not  endo¬ 
genomorphic  . 

c.  Cluster  Diagnosis.  In  studies  where  the  sample  has  been  predominantly 
neurotic,  the  "cluster  diagnosis"  has  been  employed.  This  classification  was 
originally  derived  by  application  of  a  computer  classification  procedure  to 

a  varied  sample  of  depressed  patients  (Paykel,  1971,  1972).  It  groups  de- 
pressives  into  four  categories:  psychotic  depressives,  anxious  depressives, 
hostile  depressives,  and  young  depressives  with  personality  disorder.  The 
latter  three  neurotic  groups  have  been  characterized  as  follows: 
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anxious — middle-aged,  somewhat  chronic  depressives  showing  a  symptomatic 
admixture  of  anxiety;  hostile — depressives  showing  undue  self-pity  and  hos¬ 
tility  at  interview;  young — relatively  young  depressives  showing  mild  de¬ 
pression  overall,  with  marked  fluctuations  of  mood  and  a  previous  history 
suggestive  of  personality  disorder. 

d.  Robins  Diagnosis.  Robins  and  his  associates  have  proposed  a 
classification  based  on  chronology  and  presence  of  associated  psychopathology 
(Robins  and  Guze,  1972).  In  this  classification,  primary  affective  disorder 
refers  to  a  disorder  in  a  patient  who  has  no  other  psychiatric  disturbance 

or  whose  only  previous  disorders  have  been  mania  or  depression.  Secondary 
affective  disorder  occurs  in  patients  who  either  currently  or  previously 
exhibited  other  disorders  such  as  hysteria,  anxiety,  and  alcoholism.  (Feigh- 
ner  et  al . ,  1972) .  This  classification  attempts  to  separate  patients  clearly 
suffering  from  depressive  symptoms  from  those  with  symptoms  secondary  to 
other  disorders.  It  avoids  the  issue  of  severity  of  illness  or  presence  of 
life  stress. 

e.  Perris  Diagnosis.  The  Perris  Diagnosis  (Perris,  1969)  includes 

unipolar  or  bipolar  depression.  The  unipolar  depressives  must  have  had  two 

previous  depressive  episodes  of  sufficient  intensity  to  require  treatment. 

The  bipolar  group  includes  those  who  have  had  any  manic  episode  defined  by 

the  presence  of  four  of  the  following  symptoms  for  at  least  two  weeks: 

press  of  speech 
reduced  need  for  sleep 
poor  social  adjustment 
increased  self  esteem 
racing  thoughts 
elevated  mood 
overactivity 
increased  sex  drive 
flight  of  ideas 
distractibility 
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The  clinical  variables  on  which  the  men  and  women  were  compared  are 
listed  in  the  "Social  History  Data  -  Patient  Personal  Data  Inventory  -  Part 
II"  form  included  in  the  Appendix.  The  clinical  variables  relating  to  the 
present  episode  included  the  following:  duration  of  current  episode,  con¬ 
dition  during  previous  two  weeks,  stress  at  onset,  presence  of  precipitating 
factors,  initiative  in  seeking  treatment,  and  cooperative  attitude  of  the 
patient.  Clinical  variables  relating  to  psychiatric  history  included: 
age  at  first  episode,  previous  neuroticism,  number  of  depressive  episodes, 
number  of  manic  episodes,  number  of  suicide  attempts,  previous  anti-depressant 
medication  or  psychotherapy,  history  of  alcohol  or  drug  abuse  or  crime  con¬ 
viction,  history  of  mental  illness  in  family,  and  history  of  childhood  neurosis. 
History  of  separation  from  parents  prior  to  age  15  was  obtained  and  coded  by 
the  author  from  information  presented  in  the  narrative  summaries. 

3 .  Symptom  Patterns  and  Severity 

In  order  to  ascertain  differences  between  the  men  and  women  in  terms  of 
the  degree  of  illness  and  symptom  patterns,  the  two  groups  were  compared, 
using  the  following  scales  and  measurements.  The  Raskin,  Hamilton,  Clinical 
Interview,  and  Brief  Psychiatric  Rating  Scales,  as  well  as  the  degree  of  ill¬ 
ness  assessment,  represent  psychiatrists'  evaluations.  The  Symptom  Check 
List  (SCL-90)  is  a  self-report  by  patients.  The  complete  forms  are  included 
in  the  Appendix. 

a.  Raskin  Three  Area  Depression  Scale  (Raskin  et  al . ,  1967,  1969): 

The  Raskin  Depression  Scale  is  the  clinician's  assessment  of  the  patient  made 
during  an  interview  with  the  patient  and  covering  three  areas:  the  patient's 
verbal  report;  behavior;  and  secondary  symptoms  of  depression.  Each  area 
is  rated  on  a  5-point  scale  and  the  scores  are  summed  to  yield  a  total  score 
of  3-15.  A  score  of  7  or  higher  is  considered  a  depression  of  sufficient 
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severity  to  be  treated  with  psychopharmacologic  agents.  This  scale  was 
administered  at  all  assessment  visits.  For  our  purposes,  however,  only  the 
scale  administered  at  the  initial  visit  (pretreatment)  was  examined. 

b.  Hamilton  Rating  Scale  (Hamilton,  1960):  The  Hamilton  Rating 
Scale  is  a  widely-used  21-item  scale  completed  by  a  clinician  and  based  on 
information  elicited  from  the  patient  during  an  interview.  The  items  are 
measured  on  a  3-  or  a  5-point  scale.  A  total  score  is  obtained  by  summing 
the  scores  of  the  individual  items.  Factor  scores  have  been  derived  which 
cover  the  dimensions  of  depression.  This  scale  was  administered  at  all 
assessment  visits;  however,  we  included  only  the  first,  pretreatment  rating 
scores . 

c.  Clinical  Interview  for  Depression  (Paykel  et  al . ,  1970):  This 
interview  is  a  semis tructured  expanded  version  of  the  Hamilton  Rating  Scale 
for  Depression.  Most  of  the  items  were  rated  on  7-point  scales  (with  closely- 
defined  anchor  points)  which  comprehensively  covered  the  symptomatic  phenomena 
commonly  experienced  by  depressed  patients.  This  scale  was  included  to 
classify  patients  by  the  Paykel  Typology. 

d.  Brief  Psychiatric  Rating  Scale  (BPRS)  (Overall  and  Gorham,  1962): 
This  scale  measures  overall  topology.  It  includes  eighteen  items  rated  on 

a  7-point  scale  (with  closely-defined  anchor  points),  measuring  the  patient's 
present  condition. 

e.  Degree  of  Illness  (Chipman  and  Paykel,  1974):  The  Degree  of  Illness 
rating  is  an  unstructured  global  rating  of  severity  of  illness  with  7  response 
options  ranging  from  1  =  not  at  all  to  7  =  among  the  most  extremely  ill 
patients.  This  scale  was  administered  at  all  assessment  visits;  only  the 
first  pretreatment  scale  was  examined  in  our  study.  The  complete  criteria 
used  in  making  these  ratings  are  included  in  the  Appendix. 
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f.  Symptom  Checklist  (SCL-90)  (Derogatis,  et  al .  ,  1976):  The 
Symptom  Checklist  (SCL-90)  is  a  self-report  rating  scale  oriented  towards 
the  symptomatic  behavior  of  psychiatric  outpatients.  It  is  derived  from 
the  Hopkins  Symptoms  Checklist  (Derogatis  et  al . ,  1976) .  The  scale  is  com¬ 
prised  of  90-items  rated  on  a  5-point  scale.  The  items  reflect  nine  primary 
symptom  dimensions  that  are  believed  to  underlie  the  majority  of  symptom 
behaviors  observed  in  these  patients.  We  examined  the  pretreatment  rating 
only . 

4 .  Social  Adjustment 

The  males  and  females  were  compared  to  see  whether  the  two  groups  were 
characterized  by  differences  in  social  adjustment. 

The  following  measurements  were  included  in  the  "Social  History  Data- 
Patient  Personal  Data  Inventory  -  Parts  I  and  II": 

a .  Personality  and  Sociopathic  Behavior. 

b .  Characterization  of  Total  Employment  History. 

c .  Characterization  of  Marital  Relationship. 

The  scores  for  the  Social  Adjustment  Scale  (described  below)  were  also 
compared : 

d.  Social  Adjustment  Scale  (SAS-SR)  (Weissman  and  Bothwell,  1976): 
Social  adjustment  was  assessed  by  the  Social  Adjustment  Scale-Self  Report 
(SAS-SR) .  The  SAS-SR  contains  54  questions  that  measure  either  instrumental 
or  expressive  role  performance  over  the  past  two  weeks  in  six  major  areas  of 
functioning:  work  as  a  worker,  housewife,  or  student;  social  and  leisure 
activities;  relationship  with  extended  family;  marital  role;  parental  role; 
and  functioning  as  a  member  of  the  family  unit.  This  scale  was  administered 
pretreatment  and  at  termination  from  the  study;  we  included  the  pretreatment 


scale  only. 
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5 .  Presenting  Problems,  Presence  of  Marital  Dispute,  Stage  of  Marital 
Dispute 

These  variables  were  coded  by  the  author  based  on  the  information  pre¬ 
sented  in  the  admission  (or  evaluation)  and  discharge  (or  transfer)  summaries 
in  the  patients'  Depression  Research  Unit  records.  Each  chart  summary  in¬ 
cludes  a  brief  description  of  sociodemographic  data;  a  statement  of  the  pa¬ 
tient's  chief  complaint;  history  of  the  present  problem;  past,  personal,  and 
family  history;  pertinent  medical  history;  past  psychiatric  history,  and 
mental  status.  The  psychiatrist's  summary  adds  the  DSM-II  diagnosis,  the 
course  of  evaluation  and  treatment,  the  formulation  and  disposition.  During 
the  initial  readings  of  the  charts,  we  abstracted  the  patient's  sociodemo¬ 
graphic  background,  the  presenting  problem(s) ,  and  the  presence  or  absence  of 
marital  dispute  and  the  stage  of  that  dispute  at  the  time  the  patient  sought 
treatment  for  the  depressive  episode.  In  addition,  any  unusual  or  distin¬ 
guishing  features  of  his  past  history  or  current  episode  were  noted. 

D .  Categorization  of  the  Presenting  Problems 

On  the  basis  of  the  data  presented  in  the  summaries  by  the  research 
assistant  and  psychiatrist,  we  evaluated  and  recorded  the  patients'  chief 
presenting  problems.  A  "presenting  problem"  was  initially  defined  as  a  con¬ 
cern,  complaint,  or  area  of  disturbed  functioning  which  the  patient  described 
on  admission  to  the  Depression  Unit  and  for  which  the  patient  sought  treat¬ 
ment.  Any  discrepancies  between  the  patient's,  research  assistant's  and 
psychiatrist's  viewpoint  of  the  patient's  presenting  problems  were  noted. 

The  list  of  categories  was  developed  as  follows:  Initially,  the 
chart  summaries  were  perused  and  a  list  was  compiled  of  those  presenting 
problems  which  appeared  most  frequently.  The  formulation  of  broad  categories 
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was  based  primarily  on  a  social  or  interpersonal  (rather  than  intrapsychic) 
conceptual  model.  Based  on  the  areas  outlined  in  the  Social  Adjustment 
Scale  (Weissman  and  Bothwell,  1976),  we  initially  classified  presenting  prob¬ 
lems  as  role  disturbances  in  one  or  more  of  the  following  social  spheres: 
marriage,  or  intimate  relationship;  occupation  (including  school)  or  finances; 
parental  role  (including  relationships  with  one's  children);  family  of 
origin  (including  relationships  with  one's  parents  or  siblings);  extended 
family;  and  social  and  leisure  activities  (including  relationships  with 
friends) . 

It  was  postulated  that  some  presenting  problems  of  depressed  patients 
would  not  fit  neatly  into  a  system  based  on  these  psychosocial  roles;  there¬ 
fore,  other  categories  were  added.  Based  on  the  wealth  of  literature  link¬ 
ing  depression  with  loss,  we  predicted  that  grief  over  the  death  of  a  signif¬ 
icant  other  would  be  described  as  a  presenting  problem.  Somatic  concerns  or 
symptoms  were  also  expected  to  be  the  presenting  problem  or  major  concern 
for  some  patients;  thus,  "symptom  focus"  was  added  to  the  list.  We  expected 
that  some  of  the  female  patients  would  seek  treatment  for  depression  related 
to  pregnancy,  miscarriage,  abortion,  or  childbirth  (including  post-partum 
depression).  While  related  to  the  category  labeled  "parental"  problems,  the 
dynamics  of  the  aforementioned  problems  were  considered  sufficiently  different 
to  add  a  new  category:  "parental-reproductive."  The  title  is  intended  to 
distinguish  this  type  of  problem  from  other  problems  in  parental  role,  such 
as  interpersonal  disputes  with  one's  children.  Wherever  possible,  we  attempted 
to  express  the  presenting  problems  in  terms  of  social  role;  e.g.,  disturbed 
functioning  with  spouse,  children,  friends,  or  at  work.  Presenting  problems 
which  did  not  "fit"  into  one  of  these  categories  were  noted. 


• 
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In  summary,  the  categories  of  presenting  problems  as  initially  con¬ 
ceptualized  included  the  following: 

1)  disputes  with  spouse  (or  spouse-equivalent) 

2)  disturbance  within  work  role 

3)  financial  difficulties 

4)  parental  role  problems;  i.e.,  conflicts  with  or  around  children 

5)  parental-reproductive  problems;  i.e.,  pregnancy,  miscarriage, 
abortion,  post-partum  depression 

6)  disturbed  relationships  with  family  of  origin 

7)  disturbed  relationships  with  extended  family 

8)  problems  in  social  or  leisure  activities 

9)  grief 

10)  symptom  focus  (including  somatic  complaints) 

The  presenting  problems  of  each  patient  were  ranked  according  to  the 
patient's  estimation  of  their  relative  importance.  This  evaluation  was 
made  by  a  single  rater  (S.W.),  after  taking  both  the  research  assistant's 
and  psychiatrist's  assessment  into  account.  The  rater  was  independent  and 
blind  to  the  patient's  outcome  and  treatment. 

E.  Identifying  the  Marital  Dispute  Group 


After  the  108  patients'  records  were  read,  the  patients  were  divided 
into  two  groups:  (1)  "marital  dispute"  group,  i.e.,  those  presenting  with  a 
marital  role  dispute,  and  (2)  "no  marital  dispute"  group,  i.e.,  those  who  do 
not  present  with  such  a  problem.  Marital  role  dispute  is  defined  as  "a  situ¬ 
ation  in  which  the  patient  and  his/her  spouse  have  contradictory  expectations 
of  their  own  or  their  partner's  performance  in  marital  roles"  (Rounsaville 
et  al . ,  1977,  1978;  Klerman  et  al . ,  1977).  The  term  "dispute"  rather  than 
"conflict"  is  used  for  the  following  reason  (Klerman  et  al . ,  1977):  "Conflict 
is  a  possibly  ambiguous  term  since  in  clinical  circles,  it  refers  to  opposing 
forces  or  wishes  within  the  individual  (i.e.,  intrapsychic  or  psychodynamic 
conflict) .  We,  therefore,  employ  'dispute, '  which  is  the  commonly  used  term 
for  differences  between  two  or  more  individuals."  For  the  purposes  of  this 
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study,  a  man  or  woman  was  considered  to  have  a  marital  role  dispute  if  and 
only  if  this  were  a  prominent  and  contributory  feature  of  the  current 
clinical  situation,  as  determined  by  either  the  patient,  the  research  assis¬ 
tant,  or  the  psychiatrist.  In  cases  where  the  psychiatrist  and  patient 
disagreed  on  the  presence  or  significance  of  the  marital  dispute,  two  cate¬ 
gorizations  were  noted:  marital  dispute  according  to  patient  and  according 
to  therapist.  The  interpretation  of  the  data  in  the  clinicians’  summaries 
and  the  identification  of  the  marital  dispute  group  represented  an  assessment 
based  on  the  clinical  evaluation  of  a  single  rater  (S.W.),  who  was  indepen¬ 
dent  of  the  treatment  and  blind  to  the  outcome  of  the  patient.  Marital  dis¬ 
putes  were  scored  if  the  male  or  female  were  involved  with  a  spouse,  spouse- 
equivalent,  or  intimate  partner,  regardless  of  whether  the  partners  were 
actually  married. 

F.  Defining  Stages  of  Marital  Disputes 

For  those  patients  in  the  "marital  dispute"  group,  marital  role  disputes 
were  divided  into  stages  according  to  guidelines  devised  by  Klerman  and  his 
associates  (1977)  in  their  study  of  the  psychotherapy  of  acute  depression, 
and  utilized  by  Rounsaville  et  al . ,  (1977,1978).  The  stages  were  (1)  rene¬ 
gotiation,  (2)  impasse,  and  (3)  dissolution. 

1 .  Renegotiation 

During  renegotiation,  the  members  of  the  couple  "openly  recognize  that 
there  is  a  conflict  between  them  and  are  at  least  minimally  attempting  to  ad¬ 
just  their  behavior  to  lessen  the  conflict"  (Rounsaville  et  al . ,  1978).  At 
the  same  time,  however,  the  patient  may  despair  of  successful  resolution  of 
the  dispute.  He  or  she  may  feel  that  renegotiation  is  hopeless,  that  he/she 
is  impotent,  ineffective,  and  unable  to  influence  the  other  person  (Klerman 
et  al . ,  1977).  For  example: 
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D.  C.  is  a  22-year-old  woman  who  has  been  married  five  months,  after 
a  two-year  relationship  with  her  husband.  She  is  disillusioned  with  married 
life  and  unable  to  reconcile  her  romantic  fantasies  with  the  realities  of 
day-to-day  marriage.  She  is  also  generally  disillusioned  with  her  husband, 
complaining  that  she  feels  like  "the  man  in  the  house  and  like  a  mother"  to 
her  husband.  Their  sex  life  has  deteriorated  since  the  month  after  their 
honeymoon,  and  she  states  that  she  does  not  love  her  husband  anymore.  She 
has  become  increasingly  depressed  since  the  marriage.  The  psychiatrist  de¬ 
scribed  their  difficulty  "developing  a  consensus  over  role  assignments  and 
expectations  in  the  married  life" — a  problem  enhanced  by  rigid  but  different 
family  backgrounds.  The  couple  had  consulted  a  marriage  counselor  prior  to 
the  wife’s  referral  to  the  Depression  Research  Unit. 

2 .  Impasse 

Impasse  may  occur  if  the  negotiation  process  does  not  reach  a  successful 
resolution.  At  impasse,  the  spouses  "may  recognize  that  a  problem  exists, 
but  are  no  longer  willing  to  make  changes  in  the  ways  of  interacting  which 
might  improve  matters.  Communication  has  broken  down,  and  a  smoldering  anger 
characterizes  the  relationship"  (Rounsaville ,  1978).  Usually  there  is  a 
period  of  resentment  and  bitterness  in  which  the  parties  "seek  alternative 
gratifications  in  activities  such  as  drinking,  overeating,  and  extramarital 
affairs,  or  focus  their  attention  on  alternative  sources  of  gratification 
such  as  their  children,  work,  or  special  recreational  activities"  (Klerman 
et  al . ,  1977).  For  example: 

I.  W.  is  a  36-year-old  woman  who  lives  with  her  husband  and  three 
children.  Her  chief  complaint  involves  her  long-standing  marital  difficulties. 
Her  marriage  has  been  characterized  by  unhappiness  for  its  entire  sixteen-year 
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duration,  and  she  feels  that  there  is  no  communication  between  her  husband 
and  herself.  He  does  not  confide  in  her;  for  example,  she  has  to  consult 
her  sister-in-law  to  learn  about  her  own  family's  financial  situation.  Her 
husband  spends  no  time  with  her  or  the  children,  and  drinks  constantly.  The 
patient's  sexual  relations  with  her  spouse  are  diminished.  Her  husband 
has  been  having  extra-marital  affairs  since  the  beginning  of  their  marriage, 
and  this  has  bothered  her  for  many  years.  Six  years  prior  to  the  current 
admission,  she  became  involved  in  a  brief  extra-marital  affair  herself. 

Since  he  discovered  her  affair,  he  "blames  her  for  everything."  She  con¬ 
templated  divorce  a  year  ago,  and  is  considering  it  again  at  the  present 
time.  However,  she  feels  that  she  cannot  leave  her  husband  because  she  is 
financially  dependent  on  him,  especially  since  she  lost  her  job  two  years  ago. 

3 .  Dissolution 

At  dissolution,  such  as  in  divorce,  "the  relationship  is  either  recently 
broken  off  or  irretrievably  disrupted.  Communication  has  broken  down  and 
positive  aspects  of  the  relationship  are  minimal  and  overwhelmed  by  conflict" 
(Rounsaville  et  al . ,  1978).  The  patient  experiences  a  sense  of  loss  in  this 
stage.  The  psychodynamics  are  similar  to  grief;  however,  "what  has  been  lost 
is  not  the  bereavement  due  to  actual  death,  but  the  previously  satisfied 
or  hoped  for  relationship"  (Klerman  et  al . ,  1977).  For  example: 

R.  C.  is  a  30-year-old  man  who  was  brought  to  the  Yale-New  Haven  Emer¬ 
gency  Room  after  attempting  to  shoot  himself.  His  depression  began  three 
months  prior  to  admission — four  months  after  his  wife  left  him  (taking  their 
son)  and  filed  for  divorce  after  six  years  of  marriage.  He  states  he  does  not 
know  why  she  has  left  at  this  time,  although  they  have  separated  frequently 
in  the  past.  He  reports  drinking  a  six-pack  of  beer  on  nights  he  is  lonely. 
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He  has  insomnia,  crying  spells,  loss  of  interest,  psychomotor  retardation, 
and  occasional  somatic  complaints.  He  is  despondent  about  a  "future  without 
his  wife,"  and  is  "afraid  to  be  alone." 

G.  Statistical  Analysis 

Appropriate  statistical  tests  were  applied  to  the  groupings  of  the 
sociodemographic  and  clinical  variables  by  sex,  in  an  attempt  to  determine 
differences  between  the  males  and  females  in  the  sample.  Chi  square  tests 
were  used  for  categorical  variables,  and  t-tests  for  continuous  variables. 

A  significance  level  of  .05  was  accepted  for  all  statistical  tests,  but 
levels  of  .10  were  reported  as  trends.  Men  and  women  were  compared  in  terms 
of  the  problems  they  presented  on  admission  to  the  Depression  Research  Unit. 

The  "marital  dispute"  and  "no  marital  dispute"  groups  were  compared  by  sex, 
to  determine  whether  the  depressed  men  and  women  were  equally  likely  to 
complain  of  marital  problems  or  whether,  as  we  hypothesized,  women  were  more 
likely  to  present  with  marital  role  difficulties  than  the  men.  Finally, 
the  stages  of  the  marital  dispute  were  compared  for  men  and  women,  to  determine 
whether  the  men  and  women  sought  treatment  for  depression  during  the  same 
phase  of  marital  dispute,  or  whether,  as  we  hypothesized,  more  men  presented 
during  the  "dissolution"  period,  and  more  women  during  the  "renegotiation" 
phase . 


III.  GENERAL  DESCRIPTION  OF  THE  POPULATION 


A.  Results 

1 .  Sociodemographic  Characteristics 

Table  1  presents  frequencies  and  percent  of  sociodemographic  character¬ 
istics  by  sex.  The  individual  questions  asked  to  obtain  the  information  can 
be  found  in  the  "Social  History  Data  -  Patient  Personal  Data  Inventory  -  Part  I" 
in  the  Appendix.  As  shown,  the  sample  includes  108  patients,  equally  matched 
by  sex. 

a .  Age 

The  largest  proportion  of  patients  seeking  treatment  (38.0%)  are  between 
25  and  34  years  old,  with  a  mean  age  of  35  years.  The  men,  however,  are 
significantly  older  than  the  women  (p  <  .01)  .  The  mean  age  for  men  is.  39,  with 
a  range  of  19  to  65,  whereas  the  mean  age  for  women  is  31,  with  a  range  of  20 
to  55  years  old.  (Table  2).  The  young  age  of  the  sample  is  consistent  with 
recent  reports  about  the  decrease  in  age  of  patients  seeking  treatment  for 
depression  (Weissman,  1974;  Rosenthal,  1968;  Silverman,  1968). 

b .  Race 

The  majority  of  the  population  is  white  (88.9%),  with  no  significant 
difference  between  men  and  women.  The  racial  distribution  is  roughly  com¬ 
parable  to  the  distribution  in  the  communities  represented,  since  Blacks 
constitute  about  11%  of  the  greater  New  Haven  area  (Tonks  et  al . ,  1970). 

c .  Religion 

Over  half  of  the  patients  are  Catholic  (55.6%);  over  one-quarter  are 
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Protestant  (27.8%);  almost  one-eighth  are  Jewish  (11.1%).  When  the  males  and 
females  are  compared,  however,  differences  significant  at  the  p  <.05  level 
appear.  Among  the  women.  Catholics  constitute  a  clear  majority  (70.4%). 

Among  the  men,  however,  the  religious  distribution  is  somewhat  more  even. 

While  the  men,  on  the  whole,  are  predominantly  Catholic  (40.7%),  a  greater 
proportion  of  men  than  women  are  Protestant  (33.3%)  or  Jewish  (16.7%).  The 
high  representation  of  Catholics  reflects  the  fact  that  Italian  Catholics 
comprise  the  largest  ethnic  group  in  metropolitan  New  Haven.  It  is  probable, 
then,  that  the  religious  composition  of  the  sample  reflects  the  urban  area 
from  which  the  sample  is-  drawn.  It  is  further  possible  that  the  distribu¬ 
tion — in  particular,  the  comparatively  large  number  of  Jewish  men — may  indi¬ 
cate  different  attitudes  towards  illness  and  the  seeking  of  treatment  held 
by  members  of  different  ethnic  or  religious  groups  (Zborowski,  1969).  The 
majority  of  the  patients  (75%)  are  at  least  third-generation  Americans;  only 
4.6%  are  immigrants.  Males  and  females  are  comparable  in  this  regard. 

d .  Marital  Status 

Over  half  of  the  sample  is  currently  married  (51.8%).  Of  these  56 
married  patients,  49  are  married  for  the  first  time  and  seven  for  the  second. 
The  next  largest  group  is  the  "formerly  married"  (27.8%) — those  patients  once 
married  but  now  separated  (14.8%),  divorced  (10.2%)  or  widowed  (2.8%).  The 
remaining  one-fifth  (20.4%)  of  the  patients  are  single.  Contrary  to  what 
might  be  expected,  men  and  women  do  not  vary  in  their  distribution  by  marital 
status.  Specifically,  the  men  are  not  more  likely  than  the  women  to  be 
separated  or  divroced.  For  both  males  and  females,  the  married  group  out¬ 
numbers  the  divorced  or  separated  group  by  about  2:1.  Tables  3  and  4  present 
the  mean  age  and  social  class  for  the  men  and  women  within  each  marital  group. 
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The  single  men  and  women  are  comparable  in  both  age  and  social  class.  The 
married  men  are  significantly  older  than  the  married  women  (44  vs.  36  years 
respectively;  p  ^.01),  but  comparable  in  social  class.  The  formerly- 
married  men  are  not  only  older  than  the  formerly-married  women  (36  vs.  30 
years,  respectively;  p  <.10),  but  belong  to  a  significantly  higher  social 
class  (2.9  vs.  4.2,  respectively;  p<  .01).  The  patients  are  fairly  evenly 
divided  into  groups  according  to  number  of  children.  One-quarter  have  none, 
and  approximately  one-quarter  have  one,  two,  or  three  or  more  respectively. 

The  difference  between  men  and  women  for  number  of  children  is  not  signifi¬ 
cant. 

e.  Social  Class,  Education,  and  Occupation 

The  largest  group  is  from  Social  Class  4,  the  lower  middle  class 
(32.4%)  (Hollingshead ,  1957).  The  men  tend  to  be  from  a  significantly  higher 
social  class  than  the  women,  with  37.0%  of  the  men  belonging  to  Class  3  and 
37.0%  of  the  women  belonging  to  Class  4.  This  and  other  differences  related 
to  social  class  reflect  referral  patterns  from  the  participating  communities. 

A  trend  in  the  same  direction,  although  not  significant,  is  seen  for  pa¬ 
tients'  education.  More  men  than  women  attended  (or  completed)  college 
(55.5%  vs.  37.0%  ,  respectively).  Similarly,  when  patients  are  asked  for 
their  occupational  level  at  present,  or  in  their  last  job  if  they  are  not 
working  (or  if  they  work  as  housewives),  the  majority  of  men  (53.7%)  indicate 
either  executive,  managerial,  or  administrative  positions,  while  the  majority 
of  women  (66.7%)  indicate  either  clerical  or  skilled  work.  This  difference 
is  significant  at  p  <".001.  Not  surprisingly,  the  majority  of  men  are  cur¬ 
rently  employed  outside  the  home  (66.7%),  while  the  proportion  of  women 
currently  employed  outside  the  home  and  inside  the  home  ("housewives")  are 
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almost  equal  (41.5%  vs.  35.9%,  respectively).  When  the  unemployed  group  is 
compared  to  the  other  groups,  a  significantly  higher  number  of  men  than 
women  are  found  to  be  unemployed.  Although  related  to  social  class,  the 
information  provided  by  patient's  education,  occupation,  and  work  role  is 
not  entirely  redundant.  In  calculating  social  class  by  the  Hollingshead 
2-Factor  Index,  the  education  and  occupation  for  the  household  head,  i.e., 
principal  wage  earner,  is  taken  into  account.  In  Table  1,  we  are  presenting 
these  variables  for  the  patient,  who  may  or  may  not  be  the  head  of  the 
household.  As  one  would  expect,  a  significant  difference  is  found  for 
"household  head"  between  the  male  and  female  groups.  Hen  more  frequently 
rate  self  as  head  of  household  (83.3%)  whereas  women  more  often  indicate  that 
their  spouse  is  household  head  (50.0%).  Nevertheless,  the  number  of  women 
who  indicate  "self"  as  principal  wage  earner  is  fairly  high  (40.7%) — a  find¬ 
ing  which  reflects  the  proportion  of  single,  separated,  widowed,  or  divorced 
women  in  the  sample. 

f .  Home  Environment 

The  majority  of  the  population  (59.3%) — both  male  and  female — live  in 
their  own  home  with  their  spouse  and/or  children.  Over  60%  have  moved  at 
least  once  within  the  past  five  years;  three  patients  (2.8%)  have  moved 
eight  times  within  this  period.  The  high  proportion  of  patients  who  have 
moved  reflects  migration  patterns  among  urban  residents  in  general.  It  is 
also  consistent  with  the  finding  that  migration  and  other  life  changes  may 
be  related  to  depression  (Klerman  and  Barrett,  1973;  Holmes  and  Rahe,  1967). 

2 .  Diagnostic  Classification 
a.  A.P.A.  Diagnosis 

Table  5  presents  information  describing  diagnostic  data  for  the  current 
depressive  episode.  As  shown,  the  diagnosis  for  the  vast  majority  of  patients 
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(93.6%)  is  depressive  neurosis,  using  the  A.P.A.  diagnostic  classification 
(A.P.A.,  1968).  This  category  accounts  for  all  the  women  in  the  sample, 
and  87%  of  the  men.  The  diagnosis  of  involutional  melancholia  was  given 
to  five  patients  (4.6%) — all  males.  This  finding  is  somewhat  unexpected, 
considering  the  stereotypical  notion  that  the  category  "involutional  melan¬ 
cholia"  usually  includes  post-menopausal  women.  It  supports  the  conclusion 
that  the  usefulness  and  prognostic  value  of  this  nosological  category  should 
be  reassessed  (Beck,  1967).  Only  2%  of  the  population  is  psychotically  de¬ 
pressed — a  finding  largely  attributable  to  referral  patterns  and  selection 
criteria  for  the  study. 

b .  Reactive  vs.  Endogenous  Etiology 

The  majority  of  patients  (75.9%),  both  males  and  females,  are  considered 
to  have  a  reactive  depression,  i.e.,  occurring  in  response  to  external  stress. 
The  "endogenous"  depressions  (18.5%)  are  considered  "those  occurring  in  the 
absence  of  obvious  precipitants"  (Weissman,  1974) .  As  Mendelson  (1974)  points 
out,  however,  "reactive"  and  "endogenous"  are  not  necessarily  antithetical  or 
mutually  exclusive.  "Endogenous"  is  usually  understood  to  describe  more  than 
causation.  It  refers  to  "a  psychobiological  depression  with  or  without  psycho 
sis"  (Mendelson,  1974,  pg.  208).  In  this  sense,  it  can  be  seen  that  even  an 
endogenous  depression  can  be  reactive  to  some  stress.  For  example,  the  death 
of  a  spouse  may  trigger  off  a  psychothermic ,  psychotic,  "endogenous"  depression 
Depressive  episodes  of  this  type — endogenous  but  precipitated — are  classified 
as  "mixed."  Less  than  6%  of  the  patients  fall  into  this  category.  The 
large  number  of  depressions  labeled  "reactive"  is  related  to  the  preponderance 
of  neurotic  depressives.  While  not  synonymous,  reactive  depressions  tend  to 
show  neurotic  pictures  and  endogenous  depressions  often  tend  to  be  psychotic 
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in  clinical  picture  (Weissman,  1974;  Mendelson,  1974). 

c .  Predominant  Symptom  Complex 

According  to  psychiatrists’  ratings  for  predominant  symptom  complex, 
agitation  characterizes  the  depression  of  over  one-half  (52.4%)  of  the 
sample,  while  retardation  characterizes  about  one-quarter  (27.6%).  The  male 
group,  however,  tends  to  show  more  retardation,  while  the  female  group  shows 
more  agitation,  with  a  difference  approaching  significance  at  p<(.10.  The 
predominant  symptoms  are  somatic  in  10  additional  patients  (9.5%)  and  psy¬ 
chotic  in  5  other  patients  (4.8%).  Using  Klein's  terminology,  over  40%  of 
the  patients  have  a  "definite"  endogenomorphic  diagnosis.  Another  37.1% 
have  a  "possible"  diagnosis  of  endogenomorphic  depression.  Males  are  given 
this  diagnosis  more  frequently  than  women  (p  <.10) — a  difference  reflecting 
the  finding  that  significantly  more  men  than  women  show  retardation,  in  the 
estimation  of  the  psychiatrists.  Other  symptom  scales  confirm  this  finding 
(see  Table  6) .  Men  are  rated  higher  than  women  on  the  single  item  "retar¬ 
dation"  on  the  Clinical  Interview  Scale  (p  <.05),  the  BPRS  (p  <.10),  and  the 
Hamilton  Rating  Scale  (N.S.).  Women  are  rated  higher  on  agitation  than  men 
by  the  same  scales,  but  the  differences  for  men  and  women  on  agitation  rat¬ 
ings  are  not  significant.  This  difference  in  retardation-agitation  cannot 
be  attributed  to  age  alone;  i.e.,  no  significant  differences  were  found  in 
predominant  symptom  for  patients  in  different  age  groups.  Thus,  men  show 
more  retardation,  for  reasons  undetermined  by  our  study. 

d .  Cluster  Diagnosis 

To  explore  the  possibility  that  there  could  be  differences  among  the 
neurotic  depressives,  the  "cluster  diagnosis"  was  employed.  The  results  of 
our  study  indicate  that  the  largest  proportion  of  the  patients  (41.7%)  are 
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considered  "anxious  depressives . "  The  next  largest  category  (30.5%)  is  the 
young  depressives,  which  is  consistent  with  the  large  number  of  young  pa¬ 
tients  in  our  sample.  The  cluster  diagnosis,  unlike  the  predominant  symptom 
complex  rating,  does  not  show  differences  by  sex.  The  psychiatrists  indi¬ 
cated  that  there  was  either  moderate  uncertainty  or  considerable  or  extreme 
doubt  about  the  diagnosis  in  over  60%  of  the  cases.  This  high  level  of 
uncertainty  regarding  this  diagnosis  indicates  that  its  usefulness  may  be 
limited . 

e .  Primary  vs.  Secondary  (Robins)  Diagnosis 

Using  the  Robin's  diagnostic  classification,  the  vast  majority  (88.9%) 
of  the  patients  have  a  primary  affective  disorder.  The  males  with  secondary 
affective  disorders  were  considered  to  have  the  following:  compulsive  neurosis 
(N=l);  hysteria  (N=l) ;  antisocial  personality  disorder  (N=2);  alcoholism  (N=l) ; 
drug  dependence  (N=l);  and  homosexuality  (N=3) .  The  three  females  with 
secondary  affective  disorder  were  given  one  of  the  following  classifications: 
anxiety  neurosis,  hysteria,  or  homosexuality.  The  small  number  of  "secondary 
affective  disorders"  is  due  largely  to  our  selection  criteria:  alcoholics 
and  drug  addicts  were  excluded.  For  those  patients  who  do  fall  into  the 
"alcoholic"  and  "drug  dependence"  groups,  these  disorders  were  no  longer  con¬ 
sidered  to  be  active.  The  table  shows  that  there  is  a  tendency,  although  not 
significant,  for  more  males  than  females  to  have  a  secondary  affective  dis¬ 
order.  Considering  the  small  number  of  patients  in  this  group,  however,  any 
conclusions  about  sex  differences  must  be  made  cautiously. 

f .  Unipolar  vs.  Bipolar  (Perris)  Diagnosis 

The  majority  of  patients  have  neither  a  unipolar  nor  bipolar  depression, 
using  Perris'  diagnostic  criteria.  Less  than  one-quarter  (24.1%)  have  a 


' 


44 

unipolar  depression,  and  only  one  female  patient  was  considered  to  have  a 
bipolar  depression. 

3 .  Clinical  Data  for  the  Present  Episode 

Table  7  presents  clinical  data  regarding  the  present  depressive  episode 
(See:  The  "Social  History  Data  -  Patient  Personal  Data  Inventory  -  Part  II" 

in  the  Appendix) . 

a.  Duration  of  Current  Depressive  Episode 

The  largest  proportion  of  the  patients  (42.6%)  indicate  that  their 
current  depressive  episode  began  less  than  three  months  ago.  Another  31.5%, 
however,  indicate  that  their  current  episode  has  lasted  three  months  to  a 
year,  and  25.9 %  indicate  that  over  one  year  has  elapsed  since  the  onset  of 
the  current  depressive  episode.  Men  tend  to  have  been  depressed  longer  than 
the  women  (p  (.10).  For  one-half  of  the  women  (50.0%),  fewer  than  three 
months  have  elapsed  since  the  current  episode  began.  Only  one-third  (33.3%) 
of  the  women  have  waited  three  months  to  a  year,  and  only  one-sixth  (16.7%) 
over  one  year.  In  contrast,  only  35.2%  of  the  men  sought  treatment  in  the 
first  three-month  period  after  the  onset  of  the  current  depressive  episode. 
Another  29.6%  of  the  men  have  waited  three  months  to  a  year.  The  proportion 
of  men  who  have  waited  over  one  year  after  the  onset  of  the  current  depressive 
episode  before  seeking  treatment  (35.2%)  equals  the  proportion  who  have  come 
in  during  the  first  three  months.  In  other  words,  the  depressed  women  seek 
(or  are  referred  for)  treatment  earlier  than  the  depressed  men. 

b .  Precipitants  and  Motivation 

The  majority  of  the  patients  (54.6%)  indicate  to  their  psychiatrist 
that  their  condition  has  deteriorated  in  the  previous  two  weeks.  Most  pa¬ 
tients  have  experienced  moderate  to  severe  events  or  stress  about  the  time  of 
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the  onset  of  the  illness  (88.0%).  Taking  into  account  all  circumstances,  not 
merely  the  events  at  onset,  the  psychiatrists  judge  that  the  illness  has 
"probably"  been  precipitated  in  over  half  of  the  cases  (51.9%)  and  "definitely" 
been  precipitated  in  an  additional  third  (33.3%).  The  findings  of  stress  or  pre¬ 
cipitating  events  around  the  onset  of  the  illness  are  consistent  with  the  high 
proportion  of  cases  termed  "reactive"  and  "neurotic."  Most  patients  sought 
treatment  on  their  own  initiative  (83.3%)  rather  than  at  the  urging  of  others. 
Their  motivation  may  account,  in  part,  for  the  cooperative  attitude  of  93.5 % 
of  the  population  at  the  initial  interview.  Men  and  women  score  comparably 
on  these  variables. 

4 .  Clinical  Data  -  History 

Table  8  shows  the  frequencies  and  percent  of  clinical  characteristics 
relating  to  the  patient  history  for  men  and  women. 

a.  Age  of  Onset 

Although  the  range  for  age  of  first  episode  is  wide,  two-thirds  of  the 
population  (66.6%)  experienced  their  first  depression  at  between  15  and  34 
years  of  age — with  a  mean  age  of  28  years  and  a  median  age  of  26  years.  Women 
were  younger  when  they  had  their  first  depressive  episode:  26  years  old,  com¬ 
pared  to  a  mean  of  30  years  for  the  men  (p  < .10). 

b .  Previous  Episodes 

For  the  majority  of  the  patients  (75.0%)  the  psychiatrists  judged  the 
degree  of  premorbid  personality  abnormality  and  neurotic  disturbance  to  be 
mild  or  moderate.  Males  and  females  do  not  differ  in  this  regard.  This  is 
the  first  depressive  episode  for  38.0%  of  the  patients.  The  majority  of  the 
patients,  however,  have  had  at  least  one  previous  depressive  episode  (62.0%). 
Nineteen  patients  (17.6%),  seven  men  and  twelve  women,  have  had  more  than 
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seven  depressive  episodes  prior  to  (and  not  including)  the  present  one.  No 
significant  differences  between  males  and  females  are  found  for  number  of 
depressive  episodes.  The  vast  majority  of  patients  (96.4%)  have  never  had 
any  previous  episode  of  mania  or  hypomania.  Only  six  (3.6%)  have  had  any 
such  episodes.  This  finding  is  consistent  with  the  virtual  nonexistence 
of  bipolar  depressives  in  our  sample.  About  15%  have  attempted  suicide 
during  their  lives.  Contrary  to  reports  in  the  literature  (Weissman,  1974), 
the  women  have  not  made  significantly  more  attempts  than  the  men. 

c .  Previous  Treatment 

Although  most  patients  have  had  previous  depressive  episodes,  this 
involvement  with  the  Depression  Research  Unit  represents  the  first  time  that 
the  majority  of  them  (75.0%)  are  receiving  antidepressant  medication.  A 
sizable  minority,  however,  have  received  previous  anti-depressant  medication 
(25.0%).  A  larger  proportion  (40.7%)  have  had  previous  psychotherapy:  thirty- 
seven  (34.3%)  of  the  total  sample  have  had  individual  psychotherapy;  fourteen 
(13.0%)  have  had  group  psychotherapy.  The  numbers  of  men  and  women  who  have 
had  previous  treatment  are  comparable. 

d .  Alcohol  and  Drug  History 

Psychiatrists  were  asked  to  indicate  whether  there  was  any  history  of 
1)  "excessive  alcohol  intake  in  the  past,"  or  (2)  "excessive  intake,  above 
usual  therapeutic  range  of  barbituates,  other  sedative  or  anti-anxiety  drugs, 
amphetamine,  marijuana,  psychotomimetics ,  opiate,  or  other  addictive  drugs." 

Most  patients  have  had  no  history  of  excessive  alcohol  or  drug  intake  in  the 
past — a  finding  largely  attributable  to  our  exclusive  of  alcoholics  and  drug 
addicts.  The  finding  that  40.7%  do  report  a  history  of  excessive  alcohol  intake 
and  28.7%  do  report  a  history  of  drug  abuse/addiction  indicates  that  the 
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patients  have  either  discontinued  this  behavior  entirely,  or  have  reduced 
their  current  intake  to  the  "mild"  level,  i.e.,  "mildly  increased  intake"  of 
alcohol  of  "mild  habitual  intake  of  drugs  in  excess  of  usual  therapeutic  dose 
or  for  longer  than  usual,  or  repeated  sporadic  intake."  The  incidence  of 
alcohol  intake  is  higher  for  the  men  than  the  women  (p<f  .10) — a  finding  con¬ 
sistent  with  current  social  patterns.  Over  10%  of  the  patients  have  been 
convicted  of  a  crime  (other  than  traffic  offenses) — a  figure  approximately 
equal  for  men  and  women. 

e .  Family  History  of  Mental  Illness 

Over  half  (51.8%)  of  the  patients  report  a  history  of  mental  illness 
in  the  family.  Asked  to  specify  the  type  of  mental  illness  present  in  the 
family  history,  sixteen  patients  (14.8%  of  the  total  population)  indicate 
depression,  six  (5 . 6%) -schizophrenia ,  and  ten  (9 . 3%) -alcoholism.  The  numbers 
of  males  and  females  specifying  family  history  of  depression  or  alcoholism 
are  comparable.  Of  the  six  patients  indicating  schizophrenia,  however, 
five  are  males. 

f .  Separation  from  Parents  during  Childhood 

There  is  a  high  incidence  of  permanent  or  extended  separation  from  one 
or  both  parents  prior  to  the  age  of  15.  This  information  was  determined  from 
the  narrative  summaries.  As  shown,  thirty-one  patients  (28.7%)  were  separated 
from  one  or  both  parents  prior  to  their  fifteenth  birthday — fourteen  of  them 
(13.0%)  because  their  parents  divorced  or  separated  because  of  marital  con¬ 
flict;  twelve  (11.1%)  because  a  parent  died.  Twelve  of  the  fourteen  patients 
whose  parents  separated  or  divorced  were  raised  by  their  mother  after  their 
father's  departure.  The  remaining  two  patients  were  raised  in  foster  homes 
and/or  institutions.  In  the  twelve  cases  of  parental  death,  nine  patients  lost 
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their  fathers;  three  lost  their  mothers.  Five  additional  patients  (4.6%) 
experienced  an  extended,  but  not  permanent,  early  separation  from  their 
parent (s)  for  non-marital  reasons.  In  three  of  these  five  cases,  the  patients 
were  separated  from  their  fathers  who  were  in  the  armed  services:  one 
woman  did  not  see  her  father  from  between  the  age  of  three  and  seven;  another 
did  not  see  her  father  until  he  was  discharged  when  she  was  seven  years  old; 
the  third  patient  was  a  man  who  lived  alone  with  his  mother  until  his  father 
retired  from  the  Navy  and  resumed  contact  with  him  when  the  patient  was 
thirteen  years  old.  In  the  fourth  case,  the  patient  experienced  multiple 
separations  from  her  parents  because  of  the  mother's  illnesses.  From  the 
time  the  patient  was  two  until  she  was  four,  she  lived  with  various  relatives, 
rarely  seeing  her  father,  while  her  mother  was  in  a  tuberculosis  sanitorium. 

The  mother  returned,  but  suffered  a  relapse  when  the  patient  was  eight,  after 
which  she  was  raised  by  her  grandmother.  In  the  last  case,  the  patient's 
parents  left  their  country  of  origin  and  came  to  the  United  States  for  political 
reasons.  She  lived  with  her  grandmother  and  siblings  from  the  age  of  ten  un¬ 
til  her  parents  were  able  to  call  for  their  family,  several  years  later. 

These  five  cases  illustrate  extended  early  separations.  In  summary,  a  rela¬ 
tively  high  proportion — 28.7% — of  the  patients  were  separated  from  their 
parents  before  the  age  of  fifteen:  13.0%  because  of  parental  marital  dissolu¬ 
tion  (separation  or  divorce);  15.7%  because  of  non-marital  reasons  (death  and 
other  reasons).  In  twenty-four  of  the  thirty-one  cases  (77.4%),  the  father 
was  absent  and  the  mother  raised  the  child;  in  three  cases  (9.7%),  the  mother 
was  absent  and  the  father  raised  the  child;  in  four  cases  (12.9%),  both  parents 
were  absent  and  the  child  was  raised  by  relatives,  foster  parents  or  institu¬ 
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g .  Neurotic  Traits  In  Childhood 

The  incidence  of  neurotic  traits  in  childhood  (before  age  15)  in  this 
population  is  fairly  high.  Over  one  tenth  (11.1%)  were  sleepwalkers;  9.3% 
stammered,  17.6%  had  enuresis  past  age  five;  35.2%  had  school  problems 
(school  phobia,  recurrent  truancy,  repreated  difficulties  with  school  auth¬ 
orities,  or  academic  failure);  and  6.5%  had  court  appearances  for  delinquency. 
The  high  incidence  of  school  problems  and  enuresis  is  noteworthy;  it  may 
indicate  that  the  patients  showed  signs  of  depression  as  early  as  childhood 
(Conners,  1976).  In  general,  the  men  have  a  greater  incidence  of  these  child¬ 
hood  traits  than  women;  however,  the  only  trait  for  which  significant  differ¬ 
ences  are  found  is  stammering  during  childhood  (p  <.05). 

5 .  Symptom  Patterns  and  Severity 

Table  9  presents  the  mean  scores  for  the  males,  the  females,  and  the 
entire  sample  on  five  scales  measuring  symptom  patterns  and  severity  of  ill¬ 
ness.  These  scales  are  included  in  the  Appendix.  Although  several  of  the 
scales  were  administered  repeatedly,  the  scores  shown  represent  the  results 
on  the  day  of  the  initial  interview. 

a .  Raskin  Rating  Scale 

The  Raskin  3-Area  Scale  measures  the  extent  to  which  the  patient  manifests 
depression  or  despondency  in  verbal  report,  behavior,  and  secondary  symptoms 
of  depression.  The  total  scores  represent  the  summation  of  the  individual 
scores  in  the  three  areas,  each  of  which  is  rated  on  a  5-point  scale  (5  =  most 
severe.)  The  results  show  a  mean  total  score  of  9;  this  could  indicate,  for 
example,  that  the  patient  was  rated  3  ("moderate")  on  each  area,  or  had  a 
combination  of  high  and  low  scores.  Men  score  slightly  higher  (more  severe) 
than  women,  but  the  sex  difference  is  not  significant  for  either  the  total  scale 
of  for  any  of  the  three  areas. 
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b .  Hamilton  Psychiatric  Rating  Scale 

The  Hamilton  Psychiatric  Rating  Scale  for  Depression  includes  twenty- 
one  symptoms  on  which  the  psychiatrist  rates  the  patient.  The  range  of  rat¬ 
ings  for  different  items  varies;  some  items  are  scored  on  a  5-point  scale, 
others  on  a  3-point  scale.  Total  scores  could  theoretically  range  from  0 
(no  symptoms)  to  64  (most  severe).  Mean  scores  are  approximately  21,  with 
males  scoring  slightly,  but  not  significantly,  higher  than  females  (p  =  .39). 

c .  Clinical  Interview  Scale 

The  Clinical  Interview  Scale,  an  expanded  version  of  the  Hamilton  Rating 
Scale,  includes  thirty  symptoms:  the  psychiatrist  rates  the  patient  on  the 
symptoms,  using  a  7-point  scale  with  closely-defined  anchor  points.  The  mean 
scores  of  80  (from  a  potential  sum  of  210)  could  indicate  consistently  mild 
symptoms,  or  a  combination  of  symptoms  of  different  severity.  On  this  scale, 
women  score  slightly  higher  (more  severe)  than  men,  although  the  difference 
is  insignificant  (p  >  .50). 

d .  Brief  Psychiatric  Rating  Scale 

The  Brief  Psychiatric  Rating  Scale  (BPRS) ,  which  measures  overall  top¬ 
ology,  includes  eighteen  items  on  which  the  psychiatrist  rates  the  patient 
according  to  a  7-point  scale.  The  highest  score  possible  would  be  126,  the 
mean  score  in  our  sample  is  35.  According  to  the  BPRS  scores,  males  have 
more  severe  symptoms  than  females.  The  difference  is  stronger  than  for  the 
above  scales,  but  still  does  not  reach  significance  (p  =  .13). 

e .  Global  Severity  Rating 

The  results  of  the  overall  assessment  of  the  degree  of  illness  by  the 
psychiatrists  are  presented  in  Table  10.  After  he  administers  Clinical  Inter¬ 
view  Scale,  the  Hamilton  Psychiatric  Rating  Scale,  and  the  Raskin  3-Area  Scale, 
the  psychiatrist  is  asked:  "Considering  your  total  clinical  experience,  how 
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mentally  ill  is  the  patient  at  this  time?"  Using  specific  criteria  (listed 
in  the  Appendix)  based  on  symptom  severity  and  persistence,  and  the  need  for 
treatment  and/or  hospitalization,  he  indicates  the  degree  of  illness  as 
follows:  1)  Normal,  not  ill  at  all.  2)  Borderline,  mentally  ill.  3)  Mildly 
ill.  4)  Moderately  ill.  5)  Markedly  ill.  6)  Severely  ill.  7)  Among  the 
most  extremely  ill  patients.  The  total  population  was  classified  as  shown: 
borderline-N=l  (0.9%);  mild-20  (18.5%);  moderate-49  (45.4%);  marked-32  (29.6%); 
severe-5  (4.7%);  extreme-1  (0.9%).  The  largest  proportion  of  the  patients 
are  moderately  ill,  (45.4%);  i.e.,  "treatment  is  clearly  indicated  for  this 
patient  who  has  persistent  symptoms,  occasionally  of  a  marked  degree.  Secon¬ 
dary  symptoms  of  depression  are  evident — e.g.,  activity  and  appetite  are  im¬ 
paired  and  sleep  is  disturbed."  Over  a  third  (35.2%)  of  the  patients  are  con¬ 
sidered  markedly,  severely,  or  extremely  ill.  This  overall  rating  indicates 
that,  in  the  psychiatrists’  estimation,  the  men,  on  the  whole,  are  significantly 
more  ill  than  the  women.  While  a  comparable  number  of  male  and  female  pa¬ 
tients  are  considered  borderline  or  mild,  the  majority  of  females  are  termed 
moderate  (55.5%)  and  the  majority  of  men  are  termed  marked,  severe,  or  extreme 
(46.3%).  This  difference  is  significant  at  the  p  (  .05  level. 

Considered  together,  the  four  symptom  scales  completed  by  the  psychia¬ 
trists  indicate  that,  overall,  the  patients  have  mild  to  moderate  symptoms. 

When  the  psychiatrists  were  specifically  asked  to  rate  the  degree  of  illness 
in  the  patient,  the  results  indicate  that  the  majority  of  the  patients  are 
moderately  ill.  When  the  scores  for  males  and  females  are  compared,  the  four 
scales  described  above  do  not  show  significant  differences  between  males  and 
females  in  terms  of  symptom  severity.  The  results  of  the  psychiatrists’  direct 
ratings  for  degree  of  illness,  however,  show  that  they  consider  the  males 
significantly  more  severe  than  the  females. 
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f .  Symptom  Check  List  (SCL-90) 

The  Symptom  Check  List  (SCL-90)  includes  ninety  symptoms  on  which  the 
patient  rates  himself,  whereas  the  other  scales  are  scored  by  the  psychiatrist. 
The  patient  is  instructed  to  "decide  how  much  the  complaint  bothered  or  dis¬ 
tressed  you  during  the  past  week,  including  today,"  and  rate  the  symptom  on 
a  5-point  scale  ranging  from  "not  at  all"  to  "extremely."  The  results  pre¬ 
sented  in  Table  9  for  the  SCL-90  represent  the  means  for  the  individual  items, 
rather  than  the  sums.  For  the  purposes  of  calculation,  the  scale,  ranging 
from  1  to  5,  was  recoded  0  to  4 :  0  =  not  at  all;  1  =  a  little  bit;  2  = 

moderately;  3  =  quite  a  bit;  4  =  extremely.  The  Global  Severity  Index  (GSI) 
mean  is  obtained  by  dividing  the  grand  total  of  distress  scores  by  ninety; 
i.e.,  it  represents  the  mean  for  the  total  number  of  symptoms.  The  mean  of 
1.6  shown,  then,  represents  a  score  between  "a  little  bit"  and  "moderately." 

The  Positive  Symptom  Total  (PST)  is  the  total  number  of  symptoms  endorsed  to 
any  degree  by  the  patient;  i.e.,  those  symptoms  scored  "not  at  all"  are  omitted. 
The  PST  mean  indicates  that  the  mean  number  of  symptoms  endorsed  was  54  (from 
90  possible  symptoms).  The  Positive  Symptom  Distress  Index  (PSDI)  was  calcu¬ 
lated  by  dividing  the  grand  total  of  distress  scores  by  the  positive  symptom 
total  (PST).  The  PSDI  mean  of  2.6,  for  example,  indicates  that,  on  the  average, 
those  symptoms  which  the  patient  does  experience  bother  him  "moderately"  to 
"quite  a  bit."  The  women  report  a  greater  number  of  symptoms  (p  (’.lO)  as  well 
as  greater  symptom  severity  than  the  men  (p  <(.01).  Women  endorsed  an  average 
of  57  symptoms,  compared  to  52  for  the  men.  The  GSI  mean  indicates  that, 
taking  all  ninety  symptoms  into  account,  women  are  "moderately  disturbed"  by 
the  symptoms,  whereas  men  are  disturbed  only  "a  little  bit"  (p  =  .006). 

According  to  the  PSDI  mean,  measuring  only  those  symptoms  which  do  disturb  the 
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patient,  women  are  bothered  "quite  a  bit,"  whereas  the  men  are  only  "moderately" 
disturbed  by  their  complaints  (p  =  .002). 

g .  Psychiatrists*  Ratings  vs.  Self-Report 

In  summary,  by  the  psychiatrists'  ratings  on  the  symptom  scales,  there 
is  no  significant  or  consistent  difference  between  the  men  and  women.  By  the 
psychiatrists'  direct,  global  assessments,  the  men's  symptoms  are  significantly 
more  severe  than  those  of  the  women.  By  the  patients'  self-reports,  the  women's 
symptoms  are  greater  in  number  and  severity  than  those  of  the  men. 

Discordance  between  the  ratings  of  severity  by  the  psychiatrists  and  the 
patients  are  not  unexpected.  Previous  studies  have  shown  that  the  concordance 
between  clinical  assessment  and  self-report  is  low  during  the  acute  depressive 
episode  (Prusoff  et  al . ,  1972a,  1972b).  The  findings  indicate  that  self- 
reports  are  useful  in  measuring  the  presence  or  absence  of  symptoms,  and  there¬ 
fore  valuable  in  assessing  recovery,  but  are  not  a  reliable  estimate  of  the 
severity  of  symptoms.  Nevertheless,  it  is  noteworthy  that  our  data  show  differ¬ 
ences  between  men  and  women  within  each  measurement  (i.e.,  in  the  global  rating 
of  severity  by  psychiatrist,  and  in  the  Symptom  Check  List — Self-Report).  The 
difference  between  the  men  and  women  on  the  psychiatrists'  overall  rating 
may  be  attributable  to  actual  differences  between  the  men  and  women  in  the 
sample;  i.e.,  the  men  may,  in  fact,  be  more  severely  ill  than  the  women.  Alter¬ 
natively,  the  higher  ratings  for  severity  in  the  men  may  reflect  physician  bias; 
i.e.,  symptoms  in  males  may  be  perceived  as  being  greater  than  similar  symptoms 
in  women.  A  third  possibility  is  that  the  difference  between  the  men  and 
women  on  self-report  ratings  is  attributable  to  sex  and  cultural  differences 
in  the  patients'  perceptions  or  reporting  of  illness. 

6 .  Premorbid  Social  Adjustment 

Table  11  presents  the  frequencies  and  percents  for  the  psychiatrists'- 
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ratings  of  the  following  variables  during  the  premorbid  period:  personality 
and  sociopathic  behavior  (sociability),  employment  history,  and  general 
relationship  with  spouse  or  partner.  The  first  variable  is  included  in  the 
"Social  History  Data  -  Patient  Personal  Data  Inventory  -  Part  II";  the  second 
and  third  are  included  in  "Part  I"  of  the  same  form.  (See  Appendix.)  These 
ratings  indicate  general  patterns  during  the  patient’s  adult  life;  they  are 
not  characterizations  of  his  behavior  during  the  present  depressive  episode. 

a.  Personality  and  Sociability 

The  question  asking  the  psychiatrist  to  assess  personality  and  socio¬ 
pathic  behavior  was  phrased  as  follows:  "Which  of  the  following  would  you 
say  most  aptly  characterizes  the  patient's  social  and  friendship  patterns 
during  his  adult  life?":  1)  "Very  sociable" — generally  outgoing;  habitually 
seeking  company  of  others  and  enjoying  being  with  people  or  groups;  sought  out 
by  others.  2)  "Sociable" — participating  in  activities  with  people  or  groups; 
seemingly  enjoying  them  but  generally  not  taking  initiative  in  seeking  out 
others.  3)  "Somewhat  sociable" — generally  friendly,  but  tending  to  limit 
relationships  to  one  or  two.  4)  "Unsociable" — generally  solitary  in  activi¬ 
ties;  participating  in  activities  with  others  without  enthusiasm.  5)  "Very 
unsociable" — neither  seeking  friends,  nor  being  sought  out  by  others;  engaging 
almost  exclusively  in  solitary  pursuits.  Using  these  definitions,  the  majority 
of  patients  are  rated  "very  sociable”  (47.2%)  or  "sociable"  (24.1%).  Approxi¬ 
mately  10%  are  "unsociable"  or  "very  unsociable",  generally  engaging  in  soli¬ 
tary  pursuits.  There  are  no  significant  differences  in  sociability  between 
the  men  and  women. 

b .  Employment  History 

The  question  describing  employment  was  phrased  as  follows:  How  would 
you  characterize  the  patient's  total  employment  history  during  adult  working 
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life?"  (Take  into  account  ability  to  work  regularly  and  not  change  jobs  more 
frequently  than  is  customary  in  the  occupation;  upward  movement  of  occupation 
level;  infrequency  of  changes  in  type  of  occupation,  or  of  being  fired  or  of 
having  conflicts  at  work):  1)  Good — Stable,  successful  occupational  history. 

2)  Fair  Adequate  with  minor  deficiencies.  3)  Unsatisfactory — Definite 
deficiencies  in  some  of  above  areas.  4)  Poor — Considerable  deficiencies. 

5)  Very  Poor — Major  deficiencies  over  much  of  life  history.  Although  the 
largest  proportion  has  a  good  employment  history  (46.2%),  a  sizable  number  of 
patients  have  only  a  fair  (29.3%)  or  even  unsatisfactory  (24.5%)  employment 
history,  marked  by  definite  deficiencies.  Men  and  women  are  rated  comparably 
on  employment  history. 

c .  Marital  Adjustment 

The  psychiatrist  was  asked  to  rate  the  "general  relationship"  with  pre¬ 
sent  spouse  or  partner  other  than  during  patient's  periods  of  illness,  using 
the  following  scale:  1)  Very  Good — Adapt  well  to  each  other's  needs;  generally 
supportive  of  one  another.  2)  Good — Adapt  moderately  well  to  each  other's 
needs;  with  some  periods  of  distance  and  lack  of  support.  3)  Poor — Adapt 
poorly  to  each  other,  unsupportive  of  each  other  most  of  the  time,  apparently 
staying  together  chiefly  to  maintain  home  for  children,  for  financial  or  other 
reasons.  4)  Very  Poor — Have  had  numerous  separations  and/or  frequently  con¬ 
templated  divorce.  The  majority  of  patients  were  considered  to  have  had  a 
generally  good  or  very  good  marital  relationship  (62.3%).  A  significant  number, 
however,  had  a  generally  poor  or  very  poor  marital  relationship  characterized 
by  unsupportiveness ,  numerous  separations  and  frequent  contemplations  of 
divorce  (37.7%).  This  finding  suggests  that  a  large  number  of  depressed  men 
and  women  had  marital  disputes  predating  the  current  depressive  episode.  In 
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summary,  the  largest  proportion  of  patients  socialized  well  with  others,  had 
a  good  work  history,  and  enjoyed  a  good  to  very  good  marital  adjustment 
during  the  premorbid  period.  A  sizable  minority,  however,  did  not  socialize 
with  others  (10.2%),  had  an  unsatisfactory  work  history  (24.5%),  or  a  poor 
marital  adjustment  (37.7%). 

d .  Social  Adjustment  Scale  —  Self-Report 

Table  12  presents  the  means,  by  sex,  for  the  Social  Adjustment  Self- 
Report  Questionnaire  (SAS-SR),  (Weissman  and  Bothwell,  1976).  Patients  rated 
their  role  performance  over  the  past  two  weeks  in  six  major  areas  of  function¬ 
ing:  work,  social  and  leisure  activities,  relationship  with  extended  family, 

marital  role,  parental  role,  and  functioning  in  the  family  unit.  For  the 
total  and  for  individual  global  means,  the  scores  are  between  2  and  3,  which 
would  indicate  minor  to  moderate  impairment.  There  are  no  significant  differ¬ 
ences  between  the  scores  of  the  men  and  women;  however,  for  every  separate 
sub-scale  as  well  as  for  the  total  scale,  the  mean  score  for  the  women  exceeds 
that  for  men.  In  other  words,  in  the  area  of  social  adjustment,  as  in  the 
area  of  symptoms  (measured  by  SCL-90) ,  women  indicate  more  impairment  than  men 
by  self-report.  The  direction  of  the  difference  in  the  SAS  means  may  be 
attributable  to  actual  differences  in  social  functioning  and/or  to  cultural 
differences  between  men  and  women  in  their  acknowledgement  or  reporting  of 


illness  and  social  impairment. 
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B.  Discussion  of  Sample  Characteristics 

1 .  General  Characteristics  of  Population 

The  men  and  women  in  the  population  are  comparable  on  sociodemographic 
characteristics.  Taken  as  a  whole,  the  patients  show  a  wide  range  of  ages — 
from  nineteen  to  sixty-five — but  are  predominantly  in  their  mid-30’s  (mean 
age-35  years).  Most  are  white,  Catholic,  third-generation  Americans  who  are 
married,  have  children,  and  live  in  their  own  home  with  their  spouse  and/or 
children.  The  majority  are  from  the  middle  to  lower -middle  social  classes 
(Social  Class  3  and  4  on  the  Hollingshead  Two-Factor  Index) ,  although  the  upper 
and  upper-middle  classes  (Social  Classes  1  and  2)  account  for  one-quarter  of 
the  sample.  In  general,  the  patients  are  moderately  to  well-educated;  over 
80%  completed  at  least  high  school.  The  population  is  fairly  transient; 
almost  half  have  moved  at  least  twice  in  the  past  five  years.  The  sample  is 
representative  of  the  greater  New  Haven  area  from  which  it  was  taken. 

2 .  Sex  Differences  in  Age  and  Social  Class 

The  men  and  women  differ  on  variables  relating  to  age  and  social  class. 

The  women  are  significantly  younger  than  the  men  (mean  ages — 31  vs.  39, 
respectively) .  As  noted,  recent  trends  show  a  decrease  in  the  age  of  pa¬ 
tients  seeking  treatment  for  depression  (Weissman,  1974;  Rosenthal,  1968; 
Silverman,  1968) .  The  significantly  lower  age  of  the  women  in  our  sample  may 
be  attributable  to  their  earlier  age  at  onset  (26  years  for  women  vs.  30 
years  for  men),  or  to  differences  in  self-  and  physician-referral  patterns. 

The  women  in  the  sample  are  more  frequently  from  a  lower  social  class  than 
the  men  (4  vs.  3,  respectively).  A  greater  proportion  of  women  than  men  are 
Catholic  (70.4%  vs.  40.7%,  respectively).  The  majority  of  the  women  are 
either  housewives  (35.9%)  or  employed  outside  the  home  (41.5%).  This  relatively 
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high  rate  of  employment  outside  the  home  may  be  attributed  to  the  number  of 
single  or  formerly-married  women  in  our  sample.  Those  who  are  employed  out¬ 
side  the  home  usually  work  full-time  in  clerical  jobs.  The  majority  of 
women  are  married  and  list  "spouse"  as  "head  of  household."  The  men  are  more 
often  administrators,  managers,  or  executives;  however,  almost  30%  of  the  men 
are  currently  unemployed.  The  differences  in  occupations  between  men  and 
women  are  reflective  of  societal  norms.  The  men  and  women  do  not  show  signifi 
cant  differences  by  marital  status.  Specifically,  both  men  and  women  tend  to 
be  married;  the  men  who  seek  treatment  for  depression  are  not  more  likely  to 
be  divorced  or  separated  than  the  women.  Age  and  social  class  differences 
appear  when  the  men  and  women  are  compared  by  marital  status.  The  single  men 
and  women  are  similar  in  age  and  class.  The  men  who  are  married,  however, 
are  older  than  the  women  who  are  married.  The  men  who  are  formerly-married 
are  both  older  and  have  a  higher  socio-economic  status  than  the  formerly- 
married  women.  These  differences  are  believed  to  reflect  referral  patterns; 
e.g.,  the  number  of  divorced  women  from  upper  social  classes  who  are  referred 
to  the  Depression  Research  Unit  is  relatively  small. 

3 .  Diagnoses 

Clinically,  the  majority  of  the  patients  as  a  whole  are  diagnosed  as 
having  a  depressive  neurosis,  reactive  in  etiology,  characterized  by  agitation 
or  less  frequently,  by  retardation.  Only  five  patients,  (4.6%)  are  diagnosed 
as  having  "involutional  melancholia";  only  two  (1.8%)  have  a  psychotic  depres¬ 
sion.  The  sample  consists  of  a  high  proportion  (75%)  of  either  anxious  de- 
pressives  or  young  depressives  with  personality  disorders.  In  most  cases, 
the  depression  seen  in  the  patients  represents  a  primary  rather  than  secondary 
affective  disorder,  and  is  neither  unipolar  nor  bipolar.  Unipolar  depression 
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is  seen  in  only  about  one-quarter  of  the  patients;  bipolar  depression  is  seen 
in  only  one  case  (a  female) . 

4 .  Sex  Differences  in  Diagnostic  Indices 

Men  and  women  are  closely  comparable  on  diagnostic  indices.  When  the 
males  and  females  are  compared,  it  can  be  seen  that  five  males  are  diagnosed 
as  having  involutional  melancholia  and  two  as  having  psychotic  depressive  re¬ 
actions,  whereas  all  the  females  are  neurotic  depressives.  When  their  pre¬ 
dominant  symptom  complex  is  compared,  men  tend  to  show  more  retardation  than 
women  (p  (.  .10).  The  trend  is  also  found  by  measurements  on  the  Endogeno- 
morphic  Diagnosis  (p  <  .05),  and  Clinical  Interview  Scale  (p  <.05),  the  BPRS 
(p  ^.10),  and  the  Hamilton  Rating  Scale  (N.S.).  A  larger  proportion  of  men 
than  women  have  a  secondary  rather  than  primary  affective  disorder,  although 
the  number  of  patients  of  either  sex  having  a  secondary  disorder  is  small. 

No  sex  differecnes  appear  when  the  patients  are  compared  by  etiology  of  de¬ 
pression,  despite  the  fact  that  the  greater  age  of  the  men  might  lead  us  to 
predict  a  higher  incidence  of  endogenous  depression  in  the  male  group  (Paykel 
et  al . ,  1976)  .  Classification  by  psychotic-anxious-hostile-young  groupings 
and  by  unipolar-bipolar  groupings  yielded  no  significant  sex  differences.  In 
general,  the  preponderance  of  neurotic,  reactive  depressives  in  our  sample 
reflects  referral  patterns  and  selection  criteria  for  the  study. 

5 .  Sex  Differences  in  Patterns  of  Treatment-Seeking 

The  clinical  data  relating  to  the  present  episode  show  that  the  patients 
generally  seek  (or  are  referred  for)  treatment  within  three  months  after  the 
onset  of  the  current  episode.  This  group  constitutes  42.6%  of  the  sample.  A 
sizable  number  of  the  patients,  however,  come  in  for  treatment  within  three 
months  to  a  year  (31.5%)  or  over  one  year  (25.9%)  after  the  onset  of  the 
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depressive  episode.  Males  tend  to  have  been  depressed  longer  than  the  females. 
More  women  than  men  have  been  depressed  for  less  than  three  months  (50.0%  vs. 
35.2%,  respectively);  more  men  than  women  have  been  depressed  over  one  year 
(35.2%  vs.  16.7%,  respectively).  This  finding  is  most  likely  attributable  to 
different  cultural  attitudes  toward  illness  and  treatment-seeking  in  men  and 
women.  Men  have  been  noted  to  visit  physicians  less  frequently  than  do  women; 
the  ratio  of  physician  visits  per  person  per  year  for  males  to  females  equals 
4.3  to  5.6  (Ries,  1974). 

Both  men  and  women  indicate  that  their  condition  has  deteriorated  in 
the  previous  two  weeks.  The  psychiatrists  consider  that  the  depressive  episodes 
of  the  majority  of  both  men  and  women  were  precipitated  and  marked  by  moderate 
to  severe  stress  at  onset.  This  statement  concurs  with  the  preponderance  of 
"reactive"  depressions.  Patients  have  come  for  treatment  on  their  own  initia¬ 
tive  and  appear  cooperative. 

6 .  Previous  Depressive  Episodes 

The  data  relating  to  clinical  history  indicates  that  the  majority  of  pa¬ 
tients  (66.6%)  experienced  their  first  depressive  episode  between  the  ages  of 
15  and  34.  Men  were  slightly  older  than  women  at  the  time  of  first  episode 
(30  vs.  26,  respectively).  The  psychiatrists  indicate  that  the  level  of  pre- 
morbid  personality  abnormality  or  neurotic  disturbance  was  mild  to  moderate 
in  75%  of  the  patients.  Most  have  had  at  least  one  previous  depressive  episode 
(62.0%);  over  15%  have  had  at  least  seven  previous  depressive  episodes.  A 
sizable  minority  have  received  previous  treatment  for  depression:  25%  of  the 
patients  have  received  previous  anti-depressant  medication;  40.7%  have  received 
previous  psychotherapy.  Few  patients  (3.6%)  have  experienced  any  manic  epi¬ 
sodes — a  finding  consistent  with  the  virtual  absence  of  manic-depressives  in 
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the  sample.  Over  15%  have  attempted  suicide  at  least  once,  but,  contrary  to 
reports  in  the  literature,  the  men  and  women  show  no  significant  differences 
in  the  rate  of  attempts. 

7 .  Alcohol  and  Drug  History 

The  incidence  of  adult  anti-social  behavior  is  relatively  high,  parti¬ 
cularly  among  the  men.  A  large  minority  of  the  patients  report  a  history  of 
alcohol  abuse  (40.7%).  Among  the  men,  this  figure  rises  to  50%.  Over  28%  of 
the  patients  report  a  history  of  drug  addiction.  The  number  of  alcoholics  or 
drug  addicts  in  our  depressed  population  would  be  even  higher  were  it  not  for 
our  exclusion  criteria.  Over  10%  report  a  history  of  crime  conviction  during 
adult  life. 

8 .  Family  and  Childhood  History 

Family  and  childhood  history  provides  support  for  both  genetic  and 
developmental  theories  regarding  etiology  of  depression.  The  majority  of 
patients  (51.8%)  do  give  a  positive  history  of  mental  illness  in  the  family. 

The  results  also  show  that  over  one-quarter  of  the  depressed  patients  (28.7%) 
experienced  permanent  or  extended  separation  from  parents  prior  to  the  age 
of  15:  13%  because  of  parental  separation  or  divorce;  15.7%  because  of 

parental  death  or  other  reasons.  This  finding  is  consistent  with  psychoanalytic 
theories  which  attribute  depression  to  early  separation  from  a  significant 
object  of  attachment  (Spitz,  1942;  Bowlby,  1960).  The  incidence  of  neurotic 
traits  in  childhood  is  high,  as  shown  by  the  number  of  patients  who  reported 
sleepwalking  (11.1%),  stammering  (9.3%),  enuresis  after  age  5  (17.6%),  school 
problems  (35.2%),  or  court  appearances  for  delinquency  (6.5%),  during  child¬ 
hood.  It  has  been  suggested  that  these  neurotic  traits  may  be  childhood  equiva¬ 
lents  of  depression  (Conners,  1976).  The  men  and  women  are  comparable  on  all 
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the  clinical  and  historical  variables,  with  the  exception  of  stammering, 
for  which  the  number  of  men  exceeded  that  of  women. 

9 .  Symptom  Patterns  and  Severity 

Measurements  of  symptom  patterns  and  severity  show  that  the  patients, 
on  the  average,  were  rated  "moderately  ill."  By  the  psychiatrists'  ratings 
on  the  symptom  scales,  there  is  no  significant  difference  between  the  men 
and  women.  By  the  psychiatrists'  direct  assessments,  the  men  are  more  severely 
ill  than  the  women  (p  <(.05).  By  the  patients'  self-reports,  the  women's  symptoms 
are  significantly  more  severe  than  those  of  the  men  (p  <f.01).  This  seeming 
inconsistency  between  the  different  rating  measurements  has  been  noted  pre¬ 
viously.  The  concordance  between  clinical  assessments  and  patients'  self- 
report  in  depression  has  been  found  to  be  low,  particularly  during  the  acute 
episode  (Prusoff  et  al . ,  1972a,  1972b).  Self-report  ratings  from  acutely 
depressed  patients  are  not  considered  a  reliable  estimate  of  their  severity 
of  their  symptoms.  Within  each  measurement,  however,  differences  are  found 
between  the  men  and  women. 

a .  Psychiatrists'  Ratings  of  Severity 

According  to  the  psychiatrists'  direct  assessments  of  severity,  the  males 
are  more  severe  than  the  females.  This  greater  severity  may  be  related  to  the 
following:  First,  the  difference  in  severity  may  be  "real."  The  men  in  the 

sample  are  older  than  the  women,  and  age  and  severity  of  depression  have  been 
found  to  vary  directly  (Paykel  et  al . ,  1976).  The  men  have  also  been  depressed 
longer  than  the  women;  i.e.,  men  may  wait  until  their  symptoms  are  more  severe 
before  seeking  treatment.  Alternatively,  we  can  attribute  the  psychiatrists' 
ratings  to  physician  bias.  The  psychiatrists  (all  male)  may  underestimate  the 


severity  of  the  symptoms  of  the  women  or  overestimate  the  severity  of  the  men. 
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This  may  occur  through  a  process  of  identification  with  the  male  patient 
and/or  because  of  differences  in  physician  perception  of  male  and  female 
patients.  The  varying  norms  for  illness  behavior  in  men  and  women  may  lead 
the  psychiatrists  to  assume  that  the  average  man  who  does  come  for  treatment 
is,  in  fact,  sicker  than  his  female  counterpart.  Similarly,  women  who  do 
report  severe  symptoms  may  be  considered  hypochondriacal,  and  less  ill  than 
they  present  themselves  to  be.  Sex  bias  and  sex  role  stereotyping  in 
psychological/psychiatric  assessment  have  been  documented  (Broverman  et  al . , 
1970;  Zeldow,  1978). 

b .  Patients'  Self-Report 

The  higher  scores  reported  by  the  women  on  self-assessment  may  reflect 
differences  in  the  perception  or  in  the  reporting  of  symptoms  or  impairment. 

In  the  SCL-90,  patients  were  asked  to  report  the  degree  to  which  the  symptom, 
problem,  or  complaint  "bothered  you  during  the  past  week,  including  today." 

This  score,  then,  represents  not  only  the  actual  presence  of  intensity  of  a 
symptom,  but  the  patient's  level  of  insight,  his  ability  to  recognize  the 
symptom,  his  tendency  to  acknowledge  or  deny  it,  his  desire  (or  willingness) 
to  communicate  or  report  that  symptom  to  the  psychiatrist,  and  his  coping 
mechanisms  in  general;  i.e.,  the  degree  to  which  the  symptom,  regardless  of 
severity,  interfered  with  his  normal  activities.  The  difference  between  the 
males  and  females  may  be  attributable  to  differences  in  any  of:  these  variables. 
Alternatively,  the  difference  in  self-reports  of  severity  in  our  sample  may 
be  related  more  to  differences  in  age  or  clinical  diagnosis  than  to  sex  differ¬ 
ences.  Patients  who  are  younger,  less  severe,  and  neurotically  depressed  are 
more  likely  to  be  "exaggerators , "  whereas  older,  more  severe,  and  psychotically 
depressed  are  more  likely  to  be  "minimizers"  (Prusoff  et  al . ,  1972b).  To 
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determine  the  source  of  the  difference,  these  factors  would  have  to  be  taken 
into  account. 

10 .  Premorbid  Social  Adjustment 

The  level  of  premorbid  social  adjustment  for  the  general  population 
was  relatively  good.  The  majority  were  "sociable"  or  "very  sociable"  (71.3%) 
prior  to  their  depression;  i.e.,  they  participated  in  group  activities  and 
enjoyed  the  company  of  others.  Most  had  good  work  histories  (46.2%)  and 
"good"  or  "very  good"  marital  relationships  (62.3%).  A  sizable  minority, 
however,  were  unsociable  and  engaged  primarily  in  solitary  pursuits  (10.2%); 
had  unsatisfactory  or  poor  work  histories  (24.5%),  or  poor  relationships 
with  spouse  (37.7%).  The  latter  figure  gives  support  to  our  prediction  that 
the  incidence  of  poor  marital  functioning  will  be  relatively  high  in  the 
depressed  population,  since  premorbid  marital  adjustment  is  an  important 
predictor  of  marital  adjustment  during  the  depressive  episode  (Bullock  et  al . , 
1972) . 

11 .  Social  Adjustment  Scale 

The  Social  Adjustment  Scale — Self-Report  (SAS-SR)  indicates  moderate 
impairment  in  the  various  areas  of  functioning.  The  scores  of  the  men  and 
women  are  comparable  for  these  measurements  of  social  adjustment,  although 
there  is  a  slight  tendency  for  the  women  to  report  more  social  impairment  than 
the  men  on  the  SAS-SR.  This  slight  (and  insignificant)  difference  may  re¬ 
flect  different  degrees  of  social  impairment  between  the  men  and  women,  or 
different  patterns  of  perception  and  reporting  in  the  two  groups. 


' 
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C .  Summary  of  Sociodemographic  and  Clinical  Data 

In  summary,  the  men  and  women  are  comparable  on  sociodemographic  and 
clinical  data,  with  the  following  exceptions: 

Differences  Significant  at  p  <.05  or  below: 

1)  Age — Men  are  older  than  women;  mean  ages  are  39  and  31,  respectively. 

2)  Religion — The  proportion  of  Catholics  is  greater  among  women  than 
among  men;  the  proportion  of  Protestants  and  Jews  is  greater  among  men. 

3)  Social  Class — Men,  on  the  average,  come  from  a  higher  social  class 
than  women  (3  vs.  4,  respectively). 

4)  Marital  Status  by  Age — Single  men  and  women  are  comparable  on  age; 
married  men  are  older  than  married  women;  formerly  married  men  tend  to 
be  older  than  formerly  married  women. 

5)  Marital  Status  by  Social  Class — Formerly -married  men  belong  to  a 
higher  socio-economic  class  than  formerly-married  women. 

6)  Occupation — Men  are  predominantly  managers  or  administrators;  women 
are  housewives  or  clerical  workers,  in  general.  More  men  are  unemployed 
than  women. 

7)  Primary  Diagnosis — All  of  the  women  in  the  sample  are  neurotic  de- 
pressives.  Five  men  are  diagnosed  as  having  involutional  melancholia, 
and  two  as  having  psychotic  depression;  the  remaining  87%  of  the  men 
are  neurotic  depressives. 

8)  Degree  of  Illness — Global  Rating  by  Psychiatrist — Men  tend  to  be 
markedly,  severely,  or  extremely  ill  (based  on  symptom  severity);  women 
tend  to  be  moderately  ill. 

9)  Symptom  Check  List  (SCL-90) — Patient  Self-Report — Women  show  higher 
scores  for  both  number  and  severity  of  symptoms,  by  self-report. 
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Trends  at  p  ^  .  10 : 

1)  Retardation — The  symptom  of  retardation  is  found  more  frequently 
in  the  men  than  in  the  women,  as  measured  by  the  psychiatrists’  evalu¬ 
ations  of  predominant  symptom  (p  <  .10),  by  the  BPRS  (p^  .10),  by  the 
Clinical  Interview  Scales  (p  <.05),  and  by  the  Endogenomorphic  Diagnosis 
(p  <.05). 

2)  Robins  Diagnosis — A  greater  number  of  men  than  women  have  a  secon¬ 
dary,  rather  than  primary,  affective  disorder. 

3)  Duration  of  Current  Episode — Men  have  been  depressed  longer  than 
women.  More  women  than  men  have  been  depressed  for  a  period  of  less 
than  three  months;  more  men  than  women  have  been  depressed  over  one 
year . 

4)  Age  at  First  Episode — The  men  had  an  earlier  age  of  onset  than  the 
women  (30  vs.  26,  respectively). 

5)  History  of  Alcohol  Abuse — More  men  than  women  report  history  of 


alcohol  abuse. 


. 
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TABLE  1 

SOCIO-DEMOGRAPHIC  DATA 


Total 

(N=108) 

Males 

(N=54 ) 

Females 

(N=54) 

Significant 

Variable 

N 

% 

N 

% 

N 

% 

y  '"test 

— 

Age  (in  years) 

19-24 

23 

21.3 

7 

13.0 

16 

29.6 

25-34 

41 

38.0 

19 

35.1 

22 

40.8 

35-44 

21 

19.4 

11 

20.4 

10 

18.5 

9.05* 

45-65 

23 

21.3 

17 

31.5 

6 

11.1 

Race 

White 

96 

88.9 

49 

90.7 

47 

87.0 

N.  S. 

Black 

12 

11.1 

5 

9.3 

7 

13.0 

Religion 

Catholic 

60 

55.6 

22 

40.7 

38 

70.4 

Protestant 

30 

27.8 

18 

33.3 

12 

22.2 

11.13* 

Jewish 

12 

11.1 

9 

16.7 

3 

5.6 

Other 

6 

5.5 

5 

9.3 

1 

1.8 

Nationality 


3rd  generation 

81 

75.0 

38 

70.4 

43 

79.6 

2nd  generation 
after  immigration 

22 

20.4 

14 

25.9 

8 

14.8 

N.S. 

1st  generation 
(immigrant) 

5 

4.6 

2 

3.7 

3 

5.6 

Marital  Status 

Single 

22 

20.4 

11 

20.4 

11 

20.4 

Married 

56 

51.8 

29 

53.7 

27 

50.0 

Separated 

16 

14.8 

7 

13.0 

9 

16.7 

N.S. 

Divorced 

11 

10.2 

6 

11.1 

5 

9.3 

Widowed 

3 

2.8 

1 

1.8 

2 

3.6 

Number  of  Children 

None 

27 

25.0 

13 

24.1 

14 

25.9 

One 

23 

21.3 

10 

18.5 

13 

24.1 

N.S. 

Two 

28 

25.9 

14 

25.9 

14 

25.9 

Three  or  more 

30 

27.8 

17 

31.5 

13 

24.1 

Social  Class 

(Hollingshead) 

One  and  two 

27 

25.0 

14 

25.9 

13 

24.1 

Three 

28 

25.9 

20 

37.0 

8 

14.8 

9.45* 

Four 

35 

32.4 

15 

27.8 

20 

37.0 

Five 

18 

16.7 

5 

9.3 

13 

27.1 

p  <  .05 


■ 
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TABLE  1 

SOCIO-DEMOGRAPHIC  DATA  (contd.) 


Total 

(N=108) 

Males 

(N=54 ) 

Females  (N=54) 

Significance 

Variable 

N 

% 

N 

% 

N 

% 

\.atest 

/ 

Education 

More  than  high 
school 

50 

46.3 

30 

55.5 

20 

37.0 

High  school 
graduate 

40 

37.0 

17 

31.5 

23 

42.6 

N.S. 

Less  than  high 
school  graduate 

18 

16.7 

7 

13.0 

11 

20.4 

Occupation 

Executive,  manager, 
or  administrator 

36 

33.3 

29 

53.7 

7 

12.9 

Clerical  or  skilled 

51 

47.2 

15 

27.8 

36 

66.7 

22.14*** 

Semi-skilled , 
unskilled,  or 

21 

19.5 

10 

18.5 

11 

20.4 

never  worked 

Work  Role 

(N- 

107) 

(N= 

54) 

(N= 

53) 

Employed  - 
outside  home 

58 

54.2 

36 

66.7 

22 

41.5 

5.49* 

Housewife 

19 

17.8 

— 

— 

19 

35.9 

(unemployed 

Student 

8 

7.5 

2 

3.7 

6 

11.3 

vs.  other) 

Unemployed 

22 

20.5 

16 

29.6 

6 

11.3 

Household  Head 

Self 

67 

62.0 

45 

83.3 

22 

40.7 

Spouse 

31 

28.7 

4 

7.4 

27 

50.0 

24 . 96*** 

Parent 

10 

9.3 

5 

9.3 

5 

9.3 

Current  Home 
Environment  Status 
Alone 

12 

11.1 

8 

14.8 

4 

7.4 

Own  home  with 
spouse  and/or 
children 

64 

59.3 

30 

55.6 

34 

63.0 

Home  of  parents 
or  children 

19 

17.6 

8 

14.8 

11 

20.4 

N.S. 

Home  of  siblings  or 
other  non-lineal 
relatives 

4 

3.7 

3 

5.6 

1 

1.8 

Shared  home  with 
non-relative 

9 

8.3 

5 

9.2 

4 

7.4 

Number  of  Moves  in 
Past  5  Years 


None 

39 

36.1 

19 

35.2 

20 

37.0 

One 

19 

17.6 

11 

20.4 

8 

14.8 

Two  or  more 

50 

46.3 

24 

44.4 

26 

48.2 

*  p  <.05 

***  p  <  . 001 


N.  S. 
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TABLE  2 
AGE  BY  SEX 


Sex 

N 

Mean 

S.D. 

Median 

Range 

Significance 

(T-test  on 
difference 
of  means) 

Males 

54 

38.7 

12.9 

35.5 

19-65 

3.32** 

Females 

54 

31.4 

9.4 

29.0 

20-55 

Total 

108 

35.1 

11.8 

32.0 

19-65 

TABLE 

3 

AGE  BY 

SEX  AND  MARITAL 

STATUS 

Age 

(in  years) 

Total 

Males 

Females 

Significance 

Marital  Status 

N 

Mean 

N 

Mean 

N 

Mean 

T-tests 

(years ) 

(years ) 

(years) 

(males  vs.  females) 

Single 

22 

26.9 

11 

28.8 

11 

25.0 

0.84 

Married 

56 

39.4 

29 

43.5 

27 

34.9 

3 . 00** 

Formerly  Married 

30 

33.0 

14 

36.4 

16 

30.1 

1.84+ 

Total 

108 

35.1 

54 

38.7 

54 

31.4 

3.32** 

TABLE  4 

SOCIAL  CLASS  BY  SEX  AND  MARITAL  STATUS 


Social  Class 


Total 

(N=108) 

Males 

m 

il 

iz: 

Females 

(N=54) 

Significance 

Marital  Status 

T-tests 

N 

Mean 

N 

Mean 

N 

Mean 

(males  vs.  females) 

Single 

22 

3.1 

11 

3.1 

11 

3.2 

-0.18 

Married 

56 

3.2 

29 

3.1 

27 

3.2 

-0.25 

Formerly  Married 

30 

3.6 

14 

2.9 

16 

4.2 

-3.52** 

+  P  <  .10 
*  P  <  •  05 

**  p  <  . 01 

***  P  <  . 001 


. 

TABLE  5 
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DIAGNOSTIC  DATA  -  PRESENT  EPISODE 


Total 

00 

o 

1 — 1 

II 

z 

Males 

(N=54) 

Females  (N=54) 

Significance 

Variable 

N 

% 

N 

% 

N  % 

^  test 

Primary  Diagnosis 

Depressive  neurosis 
Psychotic  depres- 

101 

93.6 

47 

87.0 

54  100.0 

sive  reaction 

2 

1.8 

2 

3.7 

— 

7 .49'°' 

Involutional 

melancholia 

5 

4.6 

5 

9.3 

— 

(neurotic 
vs.  other) 

Suspected  Etiology 

Reactive 

82 

75.9 

41 

75.9 

41  75.9 

Endogenous 

20 

18.5 

11 

20.4 

9  16.7 

N.S. 

Mixed 

6 

5.6 

2 

3.7 

4  7.4 

Predominant  Symptom 
Complex 

(N= 

105) 

(N= 

53) 

(N=52) 

Agitated 

55 

52.4 

24 

45.3 

31  59.6 

5.48+ 

Retarded 

29 

27.6 

20 

37.7 

9  17.3 

Other 

21 

20.0 

9 

17.0 

12  23.1 

Endogenomorphic 

(N= 

105) 

(N= 

54) 

(N=51) 

Diagnosis 

No 

23 

21.9 

12 

22.2 

11  21.6 

Possible 

39 

37.1 

15 

27.8 

24  47.0 

4.85+ 

Definite 

43 

41.0 

27 

50.0 

16  31.4 

Cluster  Diagnosis 


Psychotic 

16 

14.8 

10 

18.5 

6 

11.1 

Anxious 

45 

41.7 

23 

42.6 

22 

40.7 

Hostile 

14 

13.0 

7 

13.0 

7 

13.0 

N.S 

Young 

33 

30.5 

14 

25.9 

19 

35.2 

Certainty-Cluster 

Diagnosis 


Typical 

39 

36.1 

18 

33.3 

21 

38.9 

Moderately 

uncertainty 

45 

41.7 

22 

40.8 

23 

42.6 

N.S 

Considerable  doubt 

24 

22.2 

14 

25.9 

10 

18.5 

Robins  Diagnosis 


Primary  affective 

96 

88.9 

45 

83.3 

51 

94.4 

3.38+ 

Secondary  affective 

12 

11.1 

9 

16.7 

3 

5.6 

Perris  Diagnosis 

Unipolar 

26 

24.1 

12 

22.2 

14 

25.9 

Bipolar 

1 

0.9 

— 

— 

1 

1.9 

N.S. 

Other 

81 

75.0 

42 

77.8 

39 

72.2 

+  p  <.10 

*  p  <  . 05 

**  p  <  . 01 


• 
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TABLE  6 

PREDOMINANT  SYMPTOM  -  RETARDATION  VS.  AGITATION 


Total 

Males 

Females 

Significance 

N  % 

N  % 

N  % 

Predominant  Symptom 
Complex 

(N=105) 

(N=53) 

(N=52) 

Agitation 

55  52.4 

24  45.3 

31  59.6 

5.48+ 

Retardation 

29  27.6 

20  37.7 

9  17.3 

6  if3) 

Other 

21  20.0 

9  17.0 

12  23.1 

Retardation  - 
Single  Items 

Endogenomorphic 

Retardation 

(N=102) 

(N=53) 

(N=49) 

4.99* 

Absent 

75  73.5 

34  64.2 

41  83.7 

Present 

27  26.5 

19  35.8 

8  16.3 

Hamilton  Psychiatric 
Rating  Scale 

(N=108) 

(N=54) 

(N=54) 

Mean 

0.65 

0.78 

0.52 

1.52 

S.D. 

0.88 

0.98 

0.76 

(T-test , 

P  =  .13) 

Clinical  Interview 

(N=108) 

(N=54) 

(N=54) 

2.31* 

Mean 

1.84 

2.11 

1.57 

S.D. 

1.23 

1.41 

0.94 

(T-test , 

p  =  .02) 

Brief  Psychiatric 
Rating  Scale  (BPRS) 

(N=108) 

(N=54) 

(N=54) 

1.78+ 

Mean 

1.88 

2.09 

1.67 

S.D. 

1.25 

1.44 

0.98 

(T-test , 

p  =  .08) 


+  P  <.io 
*  p  <  .05 


■ 
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TABLE  7 

CLINICAL  DATA  -  PRESENT  EPISODE 


Total  (N=108)  Males  (N=54)  Females  (N=54)  Significance 


Variable 

N 

% 

N 

% 

N 

1 

latest 

Duration  of 

Current  Episode 

Less  than  three 

months 

46 

42.6 

19 

35.2 

27 

50.0 

Three  months  to 
one  year 

34 

31.5 

16 

29.6 

18 

33.3 

5.08' 

Over  one  year 

28 

25.9 

19 

35.2 

9 

16.7 

Condition  Previous 

Two  Weeks 

Improved 

11 

10.2 

5 

9.3 

6 

11.1 

Stabilized 

38 

35.2 

21 

38.9 

17 

31.5 

N.S. 

Deteriorated 

59 

54.6 

28 

51.8 

31 

57.4 

Stress  at  Onset 

None  or  minor 

13 

12.0 

6 

11.2 

7 

13.0 

Moderate 

50 

46.3 

24 

44.4 

26 

48.1 

N.S. 

Severe 

45 

41.7 

24 

44.4 

21 

38.9 

Precipitating  Factors 
No 

16 

15.8 

9 

16.7 

7 

13.0 

Probably 

56 

51.9 

26 

48.1 

30 

55.5 

N.S. 

Yes 

36 

33.3 

19 

35.2 

17 

31.5 

Initiative  in  Seeking 
Treatment 

Own 

90 

83.3 

45 

83.3 

45 

83.3 

N.S. 

Others 

18 

16.7 

9 

16.7 

9 

16.7 

Attitude  of 

Patient 

Cooperative 

101 

93.5 

52 

96.3 

49 

90.7 

N.S. 

Indifferent  or 
uncooperative 

7 

6.5 

2 

3.7 

5 

9.3 

+ 


p  <  .10 
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TABLE  8 

CLINICAL  DATA  -  HISTORY 


Total 

(N=108) 

Males 

(N=54) 

Females 

(N=54) 

Significance 

Variable 

N 

% 

N 

1 

N 

% 

latest 

Age  at  First  Episode 

Under  15 

11 

10.2 

5 

9.3 

6 

11.1 

15-24 

37 

34.3 

17 

31.5 

20 

37.0 

25-34 

35 

32.4 

16 

29.6 

19 

35.2 

N.S. 

35-44 

12 

11.1 

6 

11.1 

6 

11.1 

45  or  over 

13 

12.0 

10 

18.5 

3 

5.6 

Previous  Neuroticism 

None 

7 

6.5 

5 

9.3 

2 

3.7 

Borderline 

8 

7.4 

2 

3.7 

6 

11.1 

Mild 

34 

31.5 

20 

37.0 

14 

25.9 

N.S. 

Moderate 

47 

43.5 

19 

35.2 

28 

51.9 

Marked 

12 

11.1 

8 

14.8 

4 

7.4 

Number  Depressive 

Episodes  (including 
current  episode) 

One 

41 

38.0 

21 

38.9 

20 

37.0 

Two 

25 

23.2 

13 

24.1 

12 

22.2 

N.S. 

Three  or  more 

42 

38.8 

20 

37.0 

22 

40.8 

Number  Manic  Episodes 

None 

102 

96.4 

50 

92.6 

52 

96.3 

One  or  more 

6 

3.6 

4 

7.4 

2 

3.7 

N.S. 

Number  Suicide 
Attempts 


None 

91 

84.3 

46 

85.2 

45 

83.3 

One 

9 

8.3 

5 

9.3 

4 

7.4 

N.S. 

Two  or  more 

8 

7.4 

3 

5.5 

5 

9.3 

Previous  Anti- 


Depressant  Medication 

No  81 

75.0 

43 

79.6 

38 

70.4 

N.S. 

Yes  27 

25.0 

11 

20.4 

16 

29.6 

Previous  Psychotherapy 

No  64 

59.3 

30 

55.6 

34 

63.0 

N.S. 

Yes  44 

40.7 

24 

44.4 

20 

37.0 
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TABLE  8 

CLINICAL  DATA  -  HISTORY  (contd.) 


Total 

(N=108) 

Males 

(N=54 ) 

Females 

i  (N=54) 

Significance 

Variable 

N 

% 

N 

% 

N 

% 

C  test 

History  of 

Alcohol  Abuse 

No 

64 

59.3 

27 

50.0 

37 

68.5 

3.83+ 

Yes 

44 

40.7 

27 

50.0 

17 

31.5 

History  of 

Drug  Addiction 

No 

77 

71.3 

39 

72.2 

38 

70.4 

N.S. 

Yes 

31 

28.7 

15 

27.8 

16 

29.6 

History  of 

Crime  Conviction 

No 

97 

89.8 

49 

90.7 

48 

88.9 

N.S. 

Yes 

11 

10.2 

5 

9.3 

6 

11.1 

History  of  Mental 
Illness  in  Family 

No 

52 

48.2 

30 

55.6 

22 

40.7 

N.S. 

Yes 

56 

51.8 

24 

44.4 

32 

59.3 

Separation  from 
Parents  (prior  to 

15  years  old) 

None 

77 

71.3 

39 

72.2 

38 

70.4 

Separation  or 
divorce  of  parents 

14 

13.0 

8 

14.8 

6 

11.1 

N.S. 

Death  of  parent 

12 

11.1 

6 

11.1 

6 

11.1 

Other  separation  - 
non-marital 

5 

4.6 

1 

1.9 

4 

7.4 

* 


p  <;  .05 
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TABLE  8 

CLINICAL  DATA  -  HISTORY  (contd.) 
(Childhood  Neurotic  Traits) 


Total 

00 

o 

1 — 1 

II 

53 

Males 

(N=54) 

Females 

z 

ii 

On 

-P- 

Significance 

Variable 

N 

7 

/ o 

N 

% 

N 

% 

Y* 

'  tes 

— 

Sleepwalking 

No 

96 

88.9 

46 

85.2 

50 

92-.  6 

N.S. 

Yes 

12 

11.1 

8 

14.8 

4 

7.4 

Stammering 

No 

98 

90.7 

46 

85.2 

52 

96.3 

3.97* 

Yes 

10 

9.3 

8 

14.8 

2 

3.7 

Enuresis  (after  age 
No 

5) 

89 

82.4 

43 

79.6 

46 

85.2 

N.S. 

Yes 

19 

17.6 

11 

20.4 

8 

14.8 

School  Problems 

No 

70 

64.8 

34 

63.0 

36 

66.7 

N.S. 

Yes 

38 

35.2 

20 

37.0 

18 

33.3 

Court  Appearance 
for  Delinquency 

No 

101 

93.5 

51 

94.4 

50 

92.6 

N.S. 

Yes 

7 

6.5 

3 

5.6 

4 

7.4 

*  p  <  .05 
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TABLE  9 

SYMPTOM  PATTERNS  AND  SEVERITY  -  SCALES 


Total 

(N=108) 

Males 

(N=54) 

Females  (N=54) 

Significance 

Scale 

Mean 

S.D. 

Mean 

S.D. 

Mean 

S.D. 

T-tests 

Raskin  3-Area  Scale 
Total 

9.31 

1.58 

9.43 

1.73 

9.18 

1.42 

0.78 

Verbal  report 

3.48 

0.64 

3.48 

0.66 

3.48 

0.63 

0.00 

Behavior 

2.82 

0.71 

2.89 

0.79 

2.74 

0.61 

1.08 

Secondary  Symptoms 

3.01 

0.75 

3.06 

0.80 

2.96 

0.69 

0.64 

Hamilton  Psychiatric 

Rating  Scale 

21.78 

6.68 

22.33 

7,80 

21.22 

5.27 

0.86 

Clinical  Interview 

80.41 

11.76 

80.22 

13.58 

80.59 

9.59 

-0.16 

Brief  Psychiatric 

Rating  Scale  (BPRS) 

34.57 

6.49 

35.54 

7.24 

33.61 

5.47 

1.54 

Symptom  Check  List 
(SCL-90) 

(N=107a) 

Global  Severity 
Index  (GSI) 

1.59 

0.67 

1.42 

0.66 

1.77 

0.63 

-2 . 86** 

Positive  Symptom 

Distress  Index 
(PSDI) 

2.55 

0.60 

2.36 

0.57 

2.73 

0.58 

-3.29** 

Positive  Symptom 

Total  (PST) 

54.5 

15.3 

51.6 

16.4 

57.4 

13.6 

-1 . 95+ 

a  males  =  54 
females  =  53 

+  p  <  .10 

*  p  <  .  05 

**  p  <  .01 
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TABLE  10 

DEGREE  OF  ILLNESS  -  OVERALL 


Total  (N=108) 

Males  (N=54) 

Females  (N=54) 

Significance 

N  % 

N  % 

N  % 

'i-  test 

Borderline  or 

Mild 

21 

19.4 

10 

18.5 

11 

20.4 

6.31* 

Moderate 

49 

45.4 

19 

35.2 

30 

55.5 

Marked,  Severe,  or 
Extreme 

38 

35.2 

25 

46.3 

13 

24.1 

p  <  .05 
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TABLE  11 

PREMORBID  SOCIAL  ADJUSTMENT 


Total  Males  Females  Significance 


Variable 

N  % 

N  % 

N  % 

^ tests 

Sociability 

(N=108) 

(N=54) 

(N=54) 

Very  sociable 

51 

47.2 

24  44.4 

27  50.0 

N.S. 

Sociable 

26 

24.1 

12  22.2 

14  25.9 

Somewhat  sociable 

20 

18.5 

11  20.4 

9  16.7 

Unsociable  or 
very  unsociable 

11 

10.2 

7  13.0 

4  7.4 

Employment  History 

(N=106) 

(  N=  5  3  ) 

(N=53) 

Good 

49 

46.2 

24  45.3 

25  47.2 

Fair 

31 

29.3 

16  30.3 

15  28.3 

N.S. 

Unsatisfactory , 
poor,  or  very 

poor 

26 

24.5 

13  24.5 

13  24.5 

Relationship  with 

(N=61) 

(N=33) 

(N=28) 

Spouse 

Very  good 

20 

32.8 

12  36.4 

8  28.6 

N.S. 

Good 

18 

29.5 

9  27.2 

9  32.1 

Poor  or  very  poor 

23 

37.7 

12  36.4 

11  39.3 
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TABLE  12 

SOCIAL  ADJUSTMENT  SCALE  -  SELF-REPORT  (SAS) 


Variable 

Total 

N 

Males 

N 

Females 

N 

Significance 

Mean 

S.D. 

Mean 

S.D. 

Mean 

S.D. 

T-tests 

Total  SAS  Scale 

2.50 

0.45 

107 

2.44 

0.47 

54 

2.56 

0.42 

53 

-1.30 

Work 

2.38 

0.76 

85 

2.36 

0.78 

37 

2.39 

0.75 

48 

-0.17 

Social  and  Leisure 

2.80 

0.64 

107 

2.75 

0.69 

54 

2.86 

0.57 

53 

i 

o 

00 

Ln 

Extended  Family 

2.18 

0.70 

107 

2.11 

0.66 

54 

2.26 

0.74 

53 

-1.05 

Marital 

2.40 

0.49 

59 

2.32 

0.46 

31 

2.48 

0.50 

28 

-1.25 

Parental 

2.37 

0.85 

58 

2.29 

0.85 

27 

2.45 

0.84 

31 

i — 1 

r^* 

o 

i 

Family  Unit 

2.66 

0.89 

89 

2.61 

0.86 

44 

2.72 

0.91 

45 

-0.57 

IV.  PRESENTING  PROBLEMS 


A.  Results 

Table  13  shows  the  frequencies  and  percent  of  men  and  women  who  presented 
with  the  particular  problems  listed.  The  categories  are  not  mutually  exclusive; 
i.e.,  patients  could  be  rated  as  presenting  with  either  one  or  two  "primary" 
problems  and  with  a  maximum  of  two  additional  "secondary"  problems.  "Primary" 
presenting  problems  are  those  which  are  prominent  and  contributary  to  the 
depressive  picture,  in  the  patient's  estimation;  i.e.,  the  problem(s)  which 
he  states  are  of  the  foremost  concern  to  him.  "Secondary"  presenting  problems 
are  those  which  are  less  critical  to  him  than  his  chief  or  primary  presenting 
problem,  but  which  are  important  to  him  nonetheless.  These  categories  of 
"primary"  and  "secondary"  problems  were  devised  to  indicate  the  relative  emphasis 
which  the  patient  places  on  his  complaints  in  instances  where  more  than  one 
problem  is  presented.  The  identification  of  problems  and  assignment  of  prob¬ 
lems  into  "primary"  or  "secondary"  categories  were  made  by  a  single  rater, 
based  on  the  information  presented  in  the  narrative  summaries  of  the  research 
assistant  and  psychiatrist. 

1 .  Marital  Disputes 

As  shown  in  Table  13,  the  single  problem  which  is  endorsed  by  the  greatest 
number  of  patients  is  "marital  disputes."  The  term  "marital"  is  not  meant 
literally.  Since  the  sample  includes  single,  separated,  divorced,  and  widowed 
patients,  as  well  as  married  patients,  the  term  is  used  to  refer  to  the  patient's 
most  intimate,  sexual  relationship.  This  may  be  with  a  spouse,  a  spouse- 
equivalent,  a  non-marital  (pre-marital  or  extra-marital)  lover,  or  an  ex- 
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spouse  (as  In  the  case  of  recently  separated  or  divorced  patients  who  are 
still  involved  with  their  ex-partners  in  some  capacity) .  "Disputes"  refer 
to  the  disturbances  within  the  relationship  in  the  areas  of  feelings  (lack 
of  appreciation,  antagonism,  smoldering  anger,  hostility,  coldness,  resent¬ 
ment,  bitterness)  and/or  behavior  (friction,  constant  arguments,  physical 
abuse,  withdrawal,  sexual  problems).  Almost  half  (48.1%)  of  the  depressed 
patients  consider  marital  difficulties  the  "primary"  problem;  62.9%  of  the 
patients  list  such  difficulties  as  either  primary  or  secondary  problems. 

The  women  tend  to  present  with  marital  problems  more  frequently  than  do  the 
men:  55.6%  of  the  women  present  with  primary  marital  problems,  as  compared 

to  40.7%  of  the  men;  and  72.3%  of  the  women  present  with  marital  problems  of 
either  primary  or  secondary  importance,  as  compared  to  53.7%  of  the  men. 
These  differences  will  be  discussed  in  the  following  section:  "Presence  of 
Marital  Disputes  in  Men  and  Women."  Marital  disputes,  then,  are  frequently 
presented  by  the  depressed  patients. 

2 .  Work  Role  and  Finances 

Problems  within  the  work  role  constitute  the  second  most  frequently 
presented  problem.  Over  one-third  (34.3%)  of  the  patients  consider  work- 
related  problems  their  primary  concern;  over  one-half  (51.9%)  consider  work 
problems  to  be  of  either  primary  or  secondary  importance.  About  5%  discuss 
finances  as  a  primary  problem. 

Work  role  problems  appear  to  be  of  two  different  types  (Table  14) .  One 
group  of  patients  presents  problems  related  to  their  performance  at  work; 
for  example,  decreased  concentration,  inability  to  function,  friction  with 
their  co— workers .  Over  half  of  the  37  patients  who  present  primary  work 
role  issues  (N=21,  or  56.8%)  describe  problems  of  this  type.  A  second  group 
of  patients  (N=16,  or  43.2%)  present  primary  problems  related  to  their  lack 
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of  employment;  for  example,  decreased  self-esteem,  withdrawal,  marital  fric¬ 
tion,  insomnia  or  other  depressive  symptoms  stemming  from  their  loss  or  lack 
of  work.  The  men  and  women  are  comparable  on  the  types  of  work  role  problems 
they  present.  It  is  interesting  to  note  that  ten  women  cite  unemployment  as 
a  major  problem  (of  either  primary  or  secondary  importance) .  This  number 
represents  19%  of  the  female  population. 

3 .  Sex  Differences  in  Marital  vs.  Work  Role  Problems 

Table  15  shows  the  difference  between  the  men  and  women  on  the  fre¬ 
quencies  with  which  they  present  marital  disputes  and  work  role  difficulties 
as  their  primary  problem.  Of  the  total  108  patients,  47  (43.6%)  present 
marital  disputes  without  work  role  problems;  32  (29.6%)  describe  work  role 
problems  without  marital  disputes;  5  (4.6%)  present  both  work  role  and  marital 
problems  as  their  primary  concerns;  and  24  (22.2%)  describe  primary  concerns 
other  than  marital  or  work  problems.  Considered  together,  marital  and  work 
role  problems  constitute  the  primary  presenting  problems  of  77.8%  of  the 
population.  It  can  be  seen  that  men  tend  to  present  with  work  role  problems, 
whereas  women  tend  to  present  with  marital  disputes  (p  <.05).  Over  twice  as 
many  men  (48.1%)  than  women  (20.4%)  present  work  role  issues — either  alone  or 
in  conjunction  with  other  problems — as  their  primary  complaint;  however,  a 
greater  proportion  of  women  (55.6%)  than  men  (40.7%)  describe  marital  dis¬ 
putes — either  alone  or  in  conjunction  with  other  primary  problems. 

4 .  Parental  Role 

Problems  related  to  parental  role  are  presented  by  18.5%  of  the  popula¬ 
tion:  7.4%  as  a  problem  of  primary  concern  and  11.1%  as  a  problem  of  secondary 
importance.  The  number  of  males  and  females  who  present  parental  problems  are 
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A  "parental  role"  problem  may  be  characterized  by  friction,  lack  of 
affection,  lack  of  involvement,  or  impaired  communication  between  the 
patient  and  his  child  or  children.  The  term  also  represents  the  patient's 
conception  of  himself  qua  parent.  Of  the  twenty  patients  endorsing  this 
category  as  a  presenting  problem  (primary  or  secondary) ,  eight  (four  men 
and  four  women)  discuss  friction  or  impaired  communication  with  their  chil¬ 
dren.  The  remaining  twelve  present  with  parental  role  problems,  rather 
than  disputes.  In  this  group,  seven  (two  men  and  five  women)  have  a  newborn 
child  under  18  months.  In  these  cases,  the  recent  birth  of  a  child  led  the 
patients  to  re-examine  their  role  as  parents  and  contributed  to  their  current 
depressive  episodes.  Another  five  patients  (three  men  and  two  women)  became 
depressed  over  the  loss  of  children:  three  men  express  feelings  of  guilt 
and  sadness  over  their  separation  from  their  children  following  divorce;  one 
woman  describes  what  has  been  termed  the  "empty  nest  syndrome,"  i.e.,  de¬ 
pression  beginning  when  her  youngest  child  started  school;  and  the  last  woman 
became  depressed  after  her  only  son  and  her  grandchildren  moved  away. 

"Parental  role-reproductive"  includes  those  women  whose  major  complaint 
involves  reproductive  issues.  These  patients  are  not  included  in  the 
"parental  role"  category  described  above.  Six  women  (11.1%)  describe  either 
primary  or  secondary  complaints  of  this  nature.  Two  of  the  women  sought  treat¬ 
ment  for  depression  after  spontaneous  miscarriages.  Two  women  had  undergone 
elective  abortions  at  the  urging  of  others,  despite  their  own  ambivalence. 

One  woman  had  been  depressed  since  she  first  discovered  that  she  was  pregnant, 
and  was  now  seeking  treatment  in  her  sixteenth  month  post-partum.  The  sixth 
woman  related  her  depression  to  her  inability  to  conceive  after  two  years  of 
unsuccessful  efforts.  She  was  currently  being  treated  for  a  low  progesterone 
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level.  As  illustrated,  these  six  cases  represent  concerns  over  reproductive 
issues.  There  may  be  a  strong  physiological  component,  such  as  hormonal 
alterations,  in  these  cases  of  depression,  but  the  women  express  their  con¬ 
cerns  in  psychological  terms. 

5 .  Family  of  Origin  and  Extended  Family 

This  category  "family  of  origin"  includes  problems  (such  as  friction 
or  withdrawal)  in  relationships  in  the  nuclear  family,  i.e.,  with  parents 
or  siblings.  A  total  of  fifteen  patients  (13.9%)  indicate  problems  of 
this  nature:  seven  (6.5%)  as  a  primary  problem,  eight  (7.4%)  as  a  secondary 
problem.  Women  indicate  "family  of  origin"  problems  slightly  more  often 
than  do  men  (16.7%  vs.  11.1%,  respectively). 

"Extended  family"  problems  involve  disturbed  relationships  with  other 
family  members,  such  as  in-laws,  cousins,  aunts  or  uncles,  etc.  Only  two 
patients  indicate  problems  of  this  type,  both  secondary  in  importance.  Not 
surprisingly,  the  most  frequently  mentioned  disputes  involve  close  family 
members . 

6 .  Social  and  Leisure  Activities 

This  category  includes  problems  related  to  the  patient's  social  and 
leisure  activities.  It  refers  to  feelings  (e.g.,  social  discomfort,  loneli¬ 
ness,  disinterest  in  socializing  with  others)  and/or  behavior  (diminished 
contact  with  friends,  social  withdrawal  or  isolation,  friction  with  others, 
and  impaired  leisure  activities).  Nine  patients  (8.3%)  describe  major  prob¬ 
lems  of  this  type:  three  (2.8%)  as  primary  and  six  (5.5%)  as  secondary  con¬ 
cerns.  Men  and  women  mention  social  impairment  with  comparable  frequency. 

7.  Grief 


This  category  refers  specifically  to  bereavement  over  the  death  of  a 
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significant  other,  as  opposed  to  grief  over  losses  of  other  types.  Grief 
represents  a  chief  complaint  for  ten  patients  (9.3%) :  three  males  and 
seven  females.  Of  those  four  patients  (3.7%)  who  presented  with  grief  as 
their  primary  problem,  three  (one  man  and  two  women)  had  lost  a  spouse,  and 
one  (a  woman)  had  lost  a  child.  Of  those  six  patients  (5.6%)  who  mentioned 
their  grief  as  a  significant  but  secondary  problem,  four  had  lost  a  parent; 
one,  an  in-law;  and  one,  a  child. 

8 .  Symptoms 

Symptoms — either  physical  or  mental — constitute  the  primary  concern 
for  almost  one-quarter  (24.1%)  of  the  sample.  To  some  extent,  all  of  the 
patients  indicate  serious  concern  over  their  depressive  symptoms;  the  pres¬ 
ence  of  depressive  symptomatology,  as  indicated  on  the  Raskin  Scale,  was  a 
major  criterion  for  acceptance  into  the  study.  The  26  patients  (24.1%) 
included  in  this  "symptom"  category  focus  on  symptoms  to  an  equal  or  greater 
extent  than  they  do  on  other  problems;  e.g.,  marital,  work,  or  social  func¬ 
tioning.  In  comparison,  the  remaining  82  patients  tend  to  focus  more  on 
other  problems  (such  as  psychosocial  concerns) .  The  groups  differ  in  the 
degree  to  which  symptoms  are  emphasized,  as  indicated  in  the  clinicians’ 
narrative  summaries.  In  some  cases,  this  reflects  the  focus  or  orientation 
of  the  patient;  for  example,  the  psychiatrist  may  specifically  state  that  the 
patient  is  chiefly  concerned  with  his  somatic  complaints,  either  because  his 
depression  has  no  obvious  precipitants ,  because  the  patient  has  little  in¬ 
sight,  or  because  he  does  not  express  his  problem  in  psychological  terms. 

In  other  cases,  it  is  not  clear  whether  the  emphasis  on  somatic  or  other  de¬ 
pressive  symptomatology  reflects  the  emphasis  of  the  patient  or  the  physician. 
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B .  Discussion 

The  results  show  the  following: 

(1)  Marital  disputes,  work  role  impairment,  and  symptoms  are  the 
most  frequently  described  presenting  problems. 

(2)  Interpersonal  or  role  problems  with  spouse  are  more  frequent 
than  impaired  relationships  with  children,  parents  or  siblings,  or 
other  family  members . 

(3)  Women  tend  to  present  marital  disputes,  whereas  men  tend  to 
present  problems  within  the  work  role. 

1 .  Types  of  Problems  Presented 

The  types  of  problems  most  frequently  presented  by  the  patients  in  the 
sample  are  (1)  marital  (or  "mar ital -equivalent ")  disputes,  (2)  work  role 
impairment,  and  (3)  physical  or  mental  symptoms. 

Marital  disputes  constitute  the  primary  presenting  problem  of  48.1% 
of  the  sample;  work  issues  -  34.3%,  and  symptoms  -  24.1%.  When  both  primary 
and  secondary  presenting  problems  are  included,  the  figures  indicate  that 
the  majority  of  patients  endorse  either  (or  both)  of  the  first  two: 
marital  disputes  -  62.9%;  work  issues  -  51.9%.  Considered  together,  these 
two  categories  of  marriage  and  work  account  for  the  primary  problem  of  77.8% 
of  the  population.  The  finding  that  depressed  patients  are  most  frequently 
concerned  with  their  functioning  in  marital  and  work  roles  is  consistent  with 
Freudian  theories  regarding  the  central  importance  of  "work"  and  "love." 
a .  Marital  vs.  Parental  Role  Problems 

It  is  also  noted  that  when  the  patients  do  describe  interpersonal  diffi¬ 
culties,  spouses  (or  other  intimate  partners)  are  discussed  more  frequently 
than  children,  parents  or  siblings  (family  of  origin),  or  members  of  the 
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extended  family.  Relationship  with  spouse  is  discussed  as  a  primary  or 
secondary  problem  by  62.9%  of  the  patients;  relationship  with  children — 

18.5%;  family  of  origin — 13 . 9%;  and  extended  family — 1.8%.  This  finding  is 
consistent  with  the  observation  that  hostility  is  most  often  directed  toward 
intimate  associates.  Weissman  et  al . ,  (1971,  1974)  found  that  depressed 
women  report  greater  friction  with  members  of  their  nuclear  family  than 
with  friends,  neighbors,  and  more  distant  relatives.  Weissman  also  found 
that  children  are  the  objects  of  the  greatest  hostility,  even  greater  than 
that  directed  toward  the  spouse.  The  explanation  was  offered  that  the  pa¬ 
tient  tempers  direct  expression  of  hostility  toward  the  spouse  out  of  fear 
of  the  consequences.  The  unexpressed  rage  toward  her  spouse  is  displaced  onto 
the  children,  who  cannot  retaliate.  Our  findings  of  disputes  with  spouse  vs. 
children  do  not  concur  with  those  described  above.  Over  six  times  as  many 
patients  present  with  primary  problems  related  to  spouses  than  to  children. 
This  finding  may  be  related  to  the  fact  that  25%  of  the  patients  have  no 
children.  Second,  it  is  possible  that  the  patients  who  do  have  friction  with 
their  children  mask  their  dissatisfaction  in  terms  such  as  "irritability" 
or  "difficulty  tolerating  the  children’s  noise."  Patients  may  feel  that  ex¬ 
pression  of  hostility,  anger,  or  friction  with  children  is  less  socially 
acceptable  than  such  feelings  directed  toward  a  spouse.  Third,  patients  may 
actually  have  more  marital  than  parent-child  disputes  because  of  their  more 
intimate  and,  possibly,  dependent  relationship  with  their  spouses. 

b .  Symptoms 

A  sizable  proportion  of  patients  (24.1%)  focus  on  symptoms  to  an  equal 
or  greater  extent  than  they  do  on  other  concerns  (such  as  psychosocial  prob¬ 
lems)  .  Several  explanations  may  account  for  this  finding.  First,  the 
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depression  may  have  been  precipitated  by  somatic  problems;  e.g.,  illness  or 
injury.  The  depression  may  be  endogenous  rather  than  exogenous;  for  example, 
the  patient  may  have  recurrent  depressive  episodes  for  which  no  specific  pre¬ 
cipitant  can  be  found.  Second,  the  patient  may  focus  on  symptoms  because  of 
his  psychological  orientation.  His  tendency  to  express  himself  in  non- 
psychological  terms  may  reflect  his  (low)  level  of  insight  and/or  education. 

The  expression  of  problems  in  somatic  terms  is  a  characteristic  assumed  to 
be  related  to  lower  educational  achievement  (Taulbe,  1958).  Alternatively, 
the  patient  may  be  avoiding  dynamic  issues  because  he  is  reluctant  to  discuss 
them.  Third,  the  emphasis  on  symptoms  may  reflect  the  emphasis  of  the  psychia¬ 
trist  rather  than  the  patient.  The  presence  of  a  certain  degree  of  depressive 
symptomatology  was  a  prerequisite  for  inclusion  in  the  initial  study,  the 
goal  of  which  was  to  compare  the  relative  efficacy  of  medications  in  the 
treatment  of  (symptoms  of)  depression. 

2 .  Sex  Differences  in  Marital  and  Work  Role  Problems 

When  the  men  and  women  are  compared  on  the  frequency  with  which  they 
describe  marital  or  work  role  issues  as  their  primary  presenting  problem,  it 
is  shown  that  men  discuss  work  role  issues  more  frequently  than  marital  dis¬ 
putes,  whereas  women  discuss  marital  disputes  more  often  than  work  role  prob¬ 
lems  (p <  .05).  In  Parson's  terms  of  role  theory  (Parsons  and  Bales,  1955), 
men  present  with  problems  related  to  instrumental  roles  (i.e.,  those  concerned 
primarily  with  external  goal  objects  and  adaptation  in  society),  while  women 
present  with  problems  related  to  expressive  roles  (i.e.,  those  concerned 
primarily  with  the  maintenance  of  integrative  and  affectional  relations,  expe- 
cially  among  family  members) .  The  different  emphasis  on  work  and  marriage 
(or  intimate  relationships)  by  the  men  and  women  may  reflect  the  disparate 
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idealized  roles  for  men  and  women  within  our  society.  As  Rossi  (1972)  has 
pointed  out,  the  formative  years  of  today's  young  women  were  a  time  when 
marriage  and  maternity  were  still  considered  the  exclusive  female  occupation, 
it  is  notable,  however,  that  19%  of  the  women  indicate  that  their  lack  of  a 
job  is  contributing  to  their  depression.  In  a  study  of  depressed  housewives 
and  working  women  from  a  lower  socio-economic  status  background,  Mostow  and 
Newberry  do,  in  fact,  conclude  that  working  outside  the  home  has  a  protective 
psychological  effect  for  women  (Mostow  and  Newberry,  1975).  Weissman  et  al . , 
(1973)  studied  a  more  educated  group  of  housewives  who  were  applying  to  a 
university  counseling  center,  and  found  that  approximately  one-third  of  them 
suffered  from  mild  to  moderate  depression  related  to  career  disruptions,  lack 
of  geographic  stability,  and  role  conflict. 

The  majority  of  the  women  in  the  present  study  are  moderately  well 
educated  (79.6%  have  graduated  high  school)  and  belong  to  the  lower  middle 
class  (Class  4).  The  proportion  working  outside  the  home  (41.5%)  is  slightly 
greater  than  the  proportion  working  within  the  home  as  housewives  (35.9%); 
the  remainder  are  students  (11.3%)  or  unemployed  (11.3%).  It  is  unclear 
whether  the  women  who  present  with  work  role  problems  as  primary  concerns 
are  dissatisfied  with  their  work  situation  because  of  practical  problems 
(e.g.,  financial  pressures)  or  because  of  conflicts  over  their  role. 

Our  findings  indicate  that  the  men  discuss  work  role  problems  more  fre¬ 
quently  than  the  women;  however,  the  women  in  our  study  include  both  house¬ 
wives  and  workers.  In  order  to  evaluate  this  sex  difference,  the  men  should 
be  compared  with  both  working  women  and  housewives  separately.  It  is  also 
possible  that  the  sex  differences  in  presentation  of  work  role  problems  may 
relate  to  the  different  mean  age  and  social  class  for  the  men  and  women  in  the 
sample.  To  adequately  evaluate  work  role  problems,  these  factors  should  be 


taken  into  account . 
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TABLE  13 

PRESENTING  PROBLEMS  IN  MEN  AND  WOMEN 


Presenting  Problems 

Total 

(N=108) 

Males 

(N=54) 

Females 

(N=54) 

N 

% 

N 

% 

N 

% 

Marital  Dispute 

Primary 

52 

48.1 

22 

40.7 

30 

55.6 

Secondary 

16 

14.8 

7 

13.0 

9 

16.7 

Either  Primary 

or 

Secondary 

68 

62.9 

29 

53.7 

39 

72.3 

Work  Role 

Primary 

37 

34.3 

26 

48.1 

11 

20.4 

Secondary 

19 

17.6 

10 

18.5 

9 

16.6 

Either  Primary 

or 

Secondary 

56 

51.9 

36 

66.6 

20 

37.0 

Finances 

Primary 

5 

4.6 

5 

9.3 

— 

— 

Secondary 

10 

9.3 

4 

7.4 

6 

11.1 

Either  Primary 

or 

Secondary 

15 

13.9 

9 

16.7 

6 

11.1 

Parental  Role 

Primary 

8 

7.4 

3 

5.6 

5 

9.3 

Secondary 

12 

11.1 

6 

11.1 

6 

11.1 

Either  Primary 

or 

Secondary 

20 

18.5 

9 

16.7 

11 

20.4 

Parental  -  Reproductive 


Primary 

5 

4.6 

— 

— 

5 

9.3 

Secondary 

1 

0.9 

— 

— 

1 

1.8 

Either  Primary  or  Secondary 

6 

5.5 

— 

— 

6 

11.1 

Family  of  Origin 


Primary 

7 

6.5 

1 

1.8 

6 

11.1 

Secondary 

8 

7.4 

5 

9.3 

3 

5.6 

Either  Primary 

or 

Secondary 

15 

13.9 

6 

11.1 

9 

16.7 

Extended  Family 

Primary 

— 

— 

--- 

— 

— 

— 

Secondary 

2 

1.8 

1 

1.8 

1 

1.8 

Either  Primary 

or 

Secondary 

2 

1.8 

1 

1.8 

1 

1.8 

Social  and  Leisure 

;  Activities 

Primary 

3 

2.8 

1 

1.8 

2 

3.7 

Secondary 

6 

5.5 

3 

5.6 

3 

5.6 

Either  Primary 

or 

Secondary 

9 

8.3 

4 

7.4 

5 

9.3 

Grief 

Primary 

4 

3.7 

1 

1.9 

3 

5.6 

Secondary 

6 

5.6 

2 

3.7 

4 

7.4 

Either  Primary 

or 

Secondary 

10 

9.3 

3 

5 . 6 

7 

13.0 

Symptom  Focus 

Primary 

26 

24.1 

14 

25.9 

12 

22.2 

Secondary 

— 

— 

— 

— 

— 

— 

Either  Primary 

or 

Secondary 

26 

24.1 

14 

25.9 

12 

22.2 
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TABLE  14 

TYPE  OF  PROBLEM  WITHIN  WORK  ROLE 


Total  Males  Females 


N  %  N  %  N  % 

Work  Role  as 

Primary  Presenting  Problem 
Disturbed  functioning 


within  job 

21 

56.8 

14 

53.8 

7 

63.6 

Lack  of  job 

16 

43.2 

12 

46.2 

4 

36.4 

Total 

37 

100.0 

26 

100.0 

11 

100.0 

Work  Role  as  Either 
Primary  or  Secondary  Problem 


Disturbed  functioning 


within  job 

30 

53.6 

20 

55.6 

10 

50.0 

Lack  of  job 

26 

46.4 

16 

44.4 

10 

50.0 

Total 

56 

100.0 

36 

100.0 

20 

100.0 
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TABLE  15 

MARITAL  DISPUTES  AND  WORK  ROLE 
PROBLEMS  BY  SEX 


Primary  Presenting  Problem 

Total 

Males 

Females 

(N=108) 

(N= 

54) 

(N=54) 

Marital  Disputes  Only 

47  (43.6%) 

18 

(33.3%) 

29  (53.7%) 

Work  Role  Problems  Only 

32  (29.6%) 

22 

(40.7%) 

10  (18.5%) 

Both 

5  (4.6%) 

4 

(7.4%) 

1  (1.9%) 

Neither 

24  (22.2%) 

10 

(18.4%) 

14  (29.9%) 

(males  vs.  females)  =  9.54  (3df) 


p  <  .05 
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V.  MARITAL  DISPUTES  IN  MEN  AND  WOMEN — RESULTS 


A.  Presence  of  Marital  Disputes 
1 .  By  Sex  Alone 

Table  16  presents  the  frequencies  and  percent  of  men  and  women  who  pre¬ 
sent  with  marital  disputes.  For  Table  16a,  the  assessment  of  marital  disputes 
was  based  on  the  patient's  estimation  of  his  major  (primary)  problem  as  de¬ 
scribed  in  the  research  assistant's  or  psychiatrist's  narrative  summary  of 
the  patient's  presenting  problem  on  the  day  of  admission.  The  figures  repre¬ 
sent,  then,  the  number  of  patients  who  specifically  state  that  they  have 
significant  marital  problems  which  are  contributing  to  (or  resulting  from) 
their  present  depressive  episode.  The  grouping  by  patient  evaluation  relies 
not  only  on  the  presence  of  marital  disputes,  but  on  the  patient's  recognition 
and  reporting  of  them  to  the  clinician  on  his  first  visit  to  the  Depression 
Research  Unit.  Table  16b  presents  the  number  and  percent  of  depressed  male 
and  female  patients  who  have  prominent  and  contributory  marital  disputes, 
in  the  estimation  of  the  psychiatrist.  The  criteria  for  this  categorization 
differ  from  the  aforementioned  grouping.  Whereas  the  former  categorization 
represents  the  patient's  view  of  his  presenting  problem,  the  latter  represents 
the  therapist's  conception  of  the  patient's  presenting  problem.  For  the 
therapist's  evaluation,  we  considered  admissible  any  information  which  emerged 
either  at  the  first  interview  or  within  the  brief  evaluation  period;  the 
therapist  might  perceive  a  marital  difficulty  of  which  the  patient  is  not 
consciously  aware,  or  which  the  patient  does  not  express  as  such.  As  the  total 
numbers  in  Tables  16a  and  16b  show,  52  patients  (48.2%  of  the  population)  were 
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judged  by  the  author  to  have  marital  disputes,  based  on  patients'  assessments; 
60  patients  (55.64)  were  judged  to  have  marital  disputes,  based  on  the  psychia¬ 
trist's  evaluation.  The  difference  was  accounted  for  by  eight  cases,  three 
males  and  five  females,  where  the  patient  did  not  explicitly  state  that  he 
had  a  prominent  marital  dispute,  but  where  the  psychiatrist  recognized  one 
nonetheless.  These  cases  are  presented  below. 

a .  Case  Illustrations 

The  eight  cases  on  which  the  psychiatrist  and  patient  differ  in  their 
assessment  of  marital  dispute  may  be  divided  into  four  categories:  (1)  pa¬ 
tients  who  present  what  may  be  a  psychosocial  concern,  in  somatic  terms, 

(2)  patients  who  explicitly  deny  but  give  other  indications  of  marital  dis¬ 
putes,  (3)  patients  who  elaborate  on  marital  disputes  only  later  in  the 
evaluation  period,  and  (4)  patients  who  recognize,  but  do  not  focus  on  marital 
disputes . 

(1)  Somatic  Presentation 

In  the  following  three  cases,  the  patients  initially  sought  treatment 
for  symptoms;  their  chief  complaints  were  somatic  rather  than  psychological 
concerns.  The  psychiatrists,  however,  recognized  prominent  and  contributing 
marital  disturbances  underlying  their  symptoms.  In  other  words,  the  patient 
may  express  in  somatic  terms  what  the  psychiatrist  perceives  in  psychodynamic 
or  psychosocial  terms. 

Case  Illustration  1:  A.  A.  is  a  28-year  old,  unmarried  Puerto  Rican  woman 
living  with  two  of  her  three  children.  She  has  an  eighth  grade  education 
and  lives  on  state  aid.  In  her  initial  interview  with  the  research  assistant, 
she  reported  the  following  chief  complaint:  "I've  been  getting  awful  head¬ 
aches  and  I've  been  throwing  up."  She  complained  of  headaches,  vomiting, 
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feelings  of  weakness  and  fainting,  and  severe  insomnia  caused  by  the  head¬ 
aches.  She  gave  no  indication  of  relationship  difficulties;  in  fact,  the 
research  assistant  wrote,  "This  is  a  very  pleasant,  friendly  woman  who  be¬ 
lieves  that  her  headaches  and  vomiting  are  purely  physical  in  nature." 
According  to  the  psychiatrist’s  narrative  summary,  however,  relationship 
disputes  are  clearly  significant.  In  the  history  of  the  present  problem, 
the  psychiatrist  relates  the  story  of  the  patient's  fight  with  her  boyfriend, 
four  years  ago,  in  public,  which  ended  with  his  hitting  her  in  the  head  with 
a  plate.  Two  years  ago,  she  developed  headaches  in  the  same  part  of  her 
head.  The  psychiatrist  describes  the  history  in  terms  of  her  losing  her 
boyfriend;  however,  he  emphasizes  that  "her  own  way  of  telling  (the  story) 
is  primarily  in  terms  of  complaints  particularly  about  her  headache." 

Case  Illustration  2:  M.  M.  is  a  41-year  old,  white  male  production  manager 
living  alone  since  his  divorce.  His  chief  complaint  on  admission  was,  "I'm 
just  tired  all  the  time."  For  the  two  years  prior  to  admission,  he  suffered 
extreme  fatigue  accompanied  by  headache  and  aches  in  his  legs.  Numerous 
physicals  yielded  no  organic  cause.  Since  the  patient's  divorce  three  years 
prior  to  admission,  he  has  seen  his  children  only  once  per  year  and  misses 
them  tremendously.  He  is  under  considerable  pressure  from  his  ex-wife,  and 
the  psychiatrist  states  that  "it  is  of  utmost  importance  that  he  has  married 
the  same  woman  twice  and  is  now  considering  marrying  her  for  the  third  time." 
The  clinicians  recognize  that  the  issue  within  the  relationship  is  critical. 

The  patient,  however,  does  not  emphasize  the  relationship  problem,  as  noted 
in  the  psychiatrist's  summary:  "He  has  reluctantly  come  to  the  conclusion 
that  he  is  depressed  but  only  because  no  physical  cause  for  his  fatigue  can 
be  found.  He  is  very  reasonable,  but  without  emotional  depth.  His  complaints 
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of  depression  center  on  somatic  complaints,  such  as  fatigue,  muscle  aches, 
and  headaches."  The  formulation  is  as  follows:  "This  depression  seems  to 
relate  in  a  fairly  clear  way  to  a  moderately  severe  neurotic  behavior  pattern 
of  involvement  with  an  unrewarding  marital  situation.  It  seems  to  require 
more  forthright  dealing  than  he  is  capable  of.  It  seems  typical  of  his 
level  of  psychological  adaptation  that  the  depression  is  expressed  primarily 
in  somatic  symptoms." 

Case  Illustration  3:  D.  B.  is  a  20-year-old  woman,  a  college  senior,  who  lives 
in  the  dormitory.  In  the  initial  interview  with  the  research  assistant,  she 
related  her  recent  history,  emphasizing  the  surgical  removal  of  a  cyst  which 
was  followed  by  two  weeks  of  headaches.  This  necessitated  a  return  to  her 
family,  and  caused  her  to  fall  behind  in  her  school  work.  She  is  now  troubled 
by  insomnia.  Difficulties  in  her  relationship  with  her  boyfriend  were  de¬ 
scribed  briefly.  The  research  assistant  noted  that  this  problem  was  "a  less 
specific  precipitant,"  and  did  not  emphasize  its  importance  in  the  current 
depression.  The  woman's  major  presenting  problems  at  that  time,  then,  were 
her  depressive  symptoms  and  pressures  at  school;  the  relationship  dispute  was 
considered  a  problem  of  secondary  importance.  According  to  his  narrative 
summary,  the  psychiatrist  assigns  much  more  importance  to  the  relationship 
difficulties:  "One  problem  that  seems  very  important  is  a  relationship  with 

a  man  she  met  this  summer  and  has  been  dating  on  and  off  since.  He  makes  strong 
demands  on  her  which  are  very  difficult  for  her  to  meet,  since  she  is  a  some¬ 
what  shy,  quiet  girl."  According  to  the  psychiatrist,  the  relationship  prob¬ 
lem  is  major;  based  on  the  patient's  initial  presentation,  it  is  secondary. 
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(2)  Denial  of  Marital  Dispute  by  Patient 

The  psychiatrist  may  perceive  a  marital  dispute  even  when  the  patient 
specifically  denies  one,  as  in  the  following  two  cases.  In  the  first,  the 
patient  continues  to  deny  the  presence  of  marital  discord  throughout  the 
evaluation  period.  In  the  second,  the  patient  describes  marital  difficul¬ 
ties  in  the  second  interview,  although  she  denied  them  at  the  initial  visit, 

Case  Illustration  4:  J.  M.  is  a  21-year-old,  white,  Protestant,  married 
female  who  lives  with  her  husband  and  two  young  children.  She  currently 
works  part-time  as  a  machine  operator.  She  sought  treatment  after  she  lost 
control  and  hit  her  three-year-old  son  one  day  ago;  this  is  the  first  time 
she  has  done  this,  and  she  cannot  remember  the  instigating  factor. 

The  psychiatrist  states  that  her  depression  seems  partially  dependent 
on  problems  at  home.  Since  her  husband  lost  his  job  a  year  before,  she  has 
been  forced  to  work  to  help  support  the  family.  Four  months  prior  to  ad¬ 
mission,  she  and  her  husband  discussed  the  possibility  of  separating,  but 
the  patient  states  that  the  marital  situation  has  improved  since  that  time. 
According  to  the  psychiatrist,  she  "specifically  denies  any  marital  discord, 
but  seems  resentful  and  overburdened  at  having  to  assume  the  breadwinning 
role."  In  his  formulation,  the  therapist  states,  "There  is  a  suggestion  that 
her  marriage  has  been  difficult  with  a  husband  who  gives  her  very  little 
but  makes  many  demands  on  her." 

Case  Illustration  5:  A.  R.  is  a  33-year-old  housewife  who  lives  with  her  two 
children,  ages  4  and  11.  Her  chief  complaint  was:  "I  hate  to  look  at  myself 
because  of  my  weight."  Her  concern  was  her  50-pound  weight  gain  over  the 
past  four  years.  She  would  eat  compulsively  and  then  feel  ashamed  and 
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miserable.  Initially,  "she  described  her  marriage  as  being  okay."  She  did 
describe  a  loss  in  sexual  interest,  but  did  not  see  this  as  a  major  problem. 
The  therapist,  however,  detected  some  marital  discord:  "There  is  some 
sense  that  her  husband  is  not  responsive."  His  impression  was  confirmed  on 
the  second  visit.  She  had  stopped  taking  her  medication  after  four  days, 
experienced  improvement,  and  "went  on  to  describe  a  long-term  adjustment 
problem  with  her  husband.  She  quotes  him  as  saying,  'I  don't  care.'"  She 
terminated  her  participation  in  the  study,  reporting  that  she  was  feeling 
better.  In  the  therapist's  estimation,  then,  the  marital  dispute  is  promi¬ 
nent  in  the  depressive  picture, despite  the  patient's  initial  denial. 

(3)  Clarification  of  Marital  Disputes  in  Later  Interviews 
In  the  following  two  cases,  marital  disputes  were  alluded  to  during  the 
first  interview,  but  not  elaborated  upon  until  later  sessions.  In  the  initial 
interview,  for  example,  the  patient  may  present  his  marital  difficulty  as  a 
problem  of  only  secondary  importance.  In  subsequent  evaluation  sessions, 
however,  it  may  become  clearer  that  the  marital  disputes  are  primary  and 
contributory  to  the  depression.  The  judgment  of  "marital  dispute  according 
to  patient"  was  based  on  the  patient's  recognition  and  explicit  statement 
of  marital  difficulties  during  the  initial  interview  only.  The  judgment  of 
"marital  dispute  according  to  psychiatrist"  was  based  on  the  psychiatrist's 
perception  of  marital  difficulties  ascertained  primarily  during  the  initial 
interview,  but  occasionally  during  subsequent  ones.  In  instances  where  the 
psychiatrist  suspected  a  marital  dispute  on  the  first  interview,  but  did 
not  have  his  impression  confirmed  until  a  later  session,  the  case  was  still 
coded  as  "marital  dispute — in  psychiatrist's  estimation."  The  time  boundaries 
for  the  evaluation  by  the  psychiatrist  were  extended,  in  recognition  of  the 
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nature  of  the  interviewing  process.  Over  the  course  of  time,  the  psychia¬ 
trist  develops  a  clearer  conception  of  the  patient's  problems,  both  because 
the  psychiatrist  elicits  more  information  and  because  the  patient  feels 
more  comfortable  about  revealing  more  information.  It  is  not  unrealistic  to 
consider  the  entire  four-week  period  during  which  the  patient  is  seen  as  an 
evaluation  period.  The  following  two  illustrations  are  cases  which  were 
categorized  as  "no  major  marital  dispute — in  patient's  estimation"  and 
"marital  dispute — in  psychiatrist's  estimation,"  based  on  clarification 
during  subsequent  interviews. 

Case  Illustration  6:  M.  D.  is  a  32-year-old  black  male,  who  lives  with  his 
second  wife  and  her  10-year-old  son,  whom  he  has  adopted.  His  chief  complaint 
was,  "Since  the  accident,  everything  is  falling  apart."  As  a  result  of  a 
car  accident  five  months  prior  to  admission,  he  suffered  injuries  which 
forced  him  to  miss  four  months  of  work.  Because  of  the  lost  time,  he  even¬ 
tually  lost  his  job  as  an  accountant.  As  he  became  increasingly  depressed, 
he  found  it  more  difficult  to  cope  with  life  at  home  with  his  wife  and  son 
and  with  community  affairs.  He  began  drinking  excessively,  to  the  point 
where  his  friends  became  concerned.  Pressure  from  them  prompted  him  to  seek 
treatment.  In  his  initial  interview  with  the  research  assistant,  "he  stated 
that  the  marriage  had  problems,  but  was  reluctant  to  define  them."  At  this 
point,  it  appeared  that  his  unemployment,  rather  than  his  marital  discord,  was 
his  chief  concern  and  the  major  precipitant  in  his  current  depressive  epi¬ 
sode.  During  subsequent  interviews,  however,  he  focuses  more  attention  on 
his  marital  dispute.  The  therapist  concludes  that  "a  lot  of  his  unhappiness 
can  be  traced  to  the  situation  with  his  wife  and  stepchild.  He  considers 
them  a  burden."  He  seems  to  want  to  extricate  himself  from  the  marriage, 
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but  feels  that  that  is  impossible  for  financial  considerations.  In  order 
to  compensate  for  this  difficulty,  he  once  again  develops  an  interest  in 
extramarital  affairs,  which  have  been  a  pattern  for  a  number  of  years.  By 
the  end  of  treatment,  he  is  still  dissatisfied  with  his  life,  particularly 
his  marriage.  The  patient  is  categorized  "no  (primary)  marital  dispute — 
in  patient's  estimation"  and  "marital  dispute — impasse,  in  psychiatrist's 
estimation. " 

Case  Illustration  7 :  M.  M.  is  a  32-year-old  married  woman  living  with  her 
husband  and  three  children.  She  had  been  depressed  for  three  months,  and 
now  complained  of  insomnia,  decreased  energy,  and  a  preoccupation  with  death. 
She  was  painfully  aware  of  feeling  irritated  and  unloving  toward  her  16- 
month-old  son,  and  attributed  the  depression  to  "feeling  trapped  and  hemmed 
in  by  this  son"  who  was  born  just  at  the  time  that  she  would  otherwise  have 
been  free  of  her  childbearing  tasks.  After  one  session  with  the  couple 
together,  the  therapist  also  noted,  however,  that  her  husband  did  not  seem 
to  respond  to  her  while  she  was  depressed.  He  suggests*  that  the  depression 
may  have  "other  roots,  including  a  non-communicative,  non-supportive  relation¬ 
ship  with  her  husband." 

(4)  Degree  of  Emphasis  on  Marital  Disputes 
In  the  last  case  illustration,  the  patient  recognizes  that  he  has 
marital  difficulties;  however,  his  depressive  symptoms  and  unemployment  appear 
to  be  of  greater  concern  to  him  than  his  marital  dispute.  In  the  estimation 
of  the  psychiatrist  and  rater,  however,  the  marital  dispute  does  represent 
a  prominent  and  contributory  feature  of  the  clinical  situation. 
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Case  Illustration  8:  R.  M.  is  a  27-year-old,  white,  married  man.  He  is  a 
high  school  graduate  trained  as  a  mechanic  but  currently  unemployed.  His 
chief  complaint  on  admission  was,  "They  told  me  to  come  here."  He  stated 
that  he  had  been  depressed  for  several  months,  and  was  referred  to  the 
Depression  Research  Unit  by  the  staff  of  a  mental  health  clinic.  He  was 
being  seen  at  that  clinic  with  his  wife  and  daughters  for  treatment  preci¬ 
pitated  by  the  disclosure  that  he  had  sexually  molested  his  8-year-old 
daughter.  According  to  the  psychiatrist's  report,  "Things  began  to  go  poorly 
for  him  following  his  father's  death  (three  years  ago)."  They  took  a  further 
downward  turn  (one  or  two  years  ago)  when  he  lost  his  j.ob  and  his  wife  dis¬ 
covered  an  affair  he  was  having.  Ten  months  previously,  he  began  sexual 
contact  with  his  daugher,  and  his  depression  increased.  Five  months  pre¬ 
viously,  he  legally  married  his  commonlaw  wife,  but  "this  only  served  to 
worsen  matters."  The  marriage  continued  to  deteriorate.  Over  the  ensuing 
months,  he  has  developed  insomnia  and  decreased  libido;  his  weight  loss  in 
the  past  two  years  amounted  to  50  pounds. 

The  patient's  personal  social  history  was  remarkable.  He  fathered  his 
first  child  by  a  woman  other  than  his  current  wife,  at  age  17.  He  fathered 
a  second  child  by  the  same  woman  at  age  19,  and  married  her  at  that  time. 
During  that  same  year,  he  fathered  a  child  by  his  current  wife.  Two  years 
later,  he  fathered  a  second  child  by  that  wife.  The  following  year,  he 
left  his  first  wife  and  moved  in  with  the  woman  who  is  now  his  second  wife. 

On  the  basis  of  the  information  provided  in  the  clinical  summaries,  it 
would  appear  that  the  patient  shows  a  significant  degree  of  impairment  within 
his  marital  role.  He  is  involved  in  a  dispute  with  his  wife,  although  we 
cannot  ascertain  whether  this  dispute  is  a  precipitant  or  manifestation  of 


. 


102 


his  depression.  We  were  also  influenced  to  assign  him  to  the  "marital 
dispute  group,  according  to  psychiatrist"  by  two  additional  facts:  (1)  he 
was  currently  involved  in  family  and  couples  therapy,  and  (2)  sexual  abuse 
of  children  has  been  linked  to  disturbances  within  the  marital  alliance, 
according  to  previous  studies.  The  primary  focus  of  the  patient,  however, 
is  his  symptoms;  e.g.,  headaches,  stomach  pains,  muscle  and  joint  tension 
and  pain.  He  "cannot  tie  anything  to  the  increase  of  these  symptoms,  but 
does  report  that  his  unemployment  runs  out  in  one  month."  His  marital  diffi¬ 
culties  do  not  appear  to  be  his  primary  concern.  The  research  assistant 
wrote,  "He  appears  to  be  perplexed  by  the  problem  of  his  sexually  molesting 
his  child  and  appears  to  condemn  himself  for  it.  He  does  not  have  insight 
into  the  reasons  for  his  long-standing  depression."  This  patient  was  classi¬ 
fied  as  "no  (major)  marital  dispute,  according  to  patient"  and  "marital  dispute 
— renegotiation,  according  to  psychiatrist." 

As  shown  by  the  illustrations  above,  the  psychiatrists  and  patients 
may  differ  in  their  assessments  of  marital  disputes  for  several  possible 
reasons:  (1)  the  patient  may  express  a  psychological  or  psychosocial  concern 

in  somatic  terms;  (2)  the  patient  may  not  recognize  the  presence  of  marital 
dispute;  i.e.,  he  may  have  a  low  level  of  insight;  (3)  he  may  recognize  the 
problem  but  give  less  emphasis  to  it  than  does  the  psychiatrist;  (4)  he  may 
recognize  a  marital  dispute  but  be  reluctant  to  acknowledge  it  to  the  thera¬ 
pist.  Instead,  for  example,  he  may  focus  on  job  problems  or  somatic  com¬ 
plaints  until  further  along  in  the  evaluation  process. 

b .  Tables 

Table  16  shows  that,  based  on  the  patients'  judgments,  almost  half 
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(48.2/0  of  the  sample  presented  with  significant  and  contributory  marital 
disputes.  The  difference  between  the  number  of  men  and  women  who  presented 
with  marital  difficulties  approaches  but  does  not  reach  a  significant  level 
(p  =  *12)  .  A  greater  proportion  of  women  (55.6%)  than  men  (40.7%)  complained 
about  marital  disputes.  The  same  trend  is  stronger  when  the  presence  or 
absence  of  marital  disputes  is  compared,  using  psychiatrists’  evaluations 
(p  =  .05)  .  By  these  criteria,  over  half  (55.6%)  of  the  population  had  mari¬ 
tal  disputes.  Again,  the  proportion  of  women  presenting  with  marital  disputes 
(64.8%)  is  greater  than  that  of  men  (46.3%). 

2 .  By  Age 

Table  17  shows  the  number  of  patients  within  each  age  group  who  have 
marital  disputes,  in  the  therapist's  estimation.  The  proportion  of  men  who 
are  under  35  is  comparable  to  the  proportion  of  men  35  years  and  older  (48.1% 
vs.  51.9%,  respectively).  Among  the  men  who  are  under  35  years  old,  69.2% 
have  marital  disputes  and  30.8%  do  not.  Among  the  men  who  are  35  years  and 
older,  the  majority  (75.0%)  do  not  have  marital  disputes.  The  younger  men 
are  significantly  more  likely  to  have  marital  disputes  than  the  older  men 
(p  <.01).  Among  the  women,  however,  this  tendency  is  not  found.  First,  the 
majority  of  women  (70.4%)  who  are  seeking  treatment  are  under  35  years, 
rather  than  over  (29.6%).  Second,  the  older  women  are  almost  as  likely  to 
have  marital  disputes  as  the  younger  women.  Within  the  younger  group,  the 
majority  (71.1%)  report  disputes;  however,  even  within  the  older  group,  one- 
half  (50%)  report  marital  disputes.  In  summary,  the  younger  men  report 
marital  problems  while  the  older  ones  do  not;  the  women  report  marital  dis¬ 
putes  regardless  of  whether  they  are  younger  or  older  than  35  years.  This 
high  proportion  of  marital  disputes  in  the  "under-35"  group  reflects  the 
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fact  that  adjustment  to  the  new  marital  and  parental  roles,  or  in  Erikson's 
terms,  "intimacy  vs.  isolation"  and  "generativity  vs.  stagnation"  (Erikson, 
1963),  are  issues  of  early  and  middle  adulthood.  The  differences  within 
each  sex  group  may  be  explained  similarly.  The  finding  of  marital  disputes 
in  only  the  younger  (rather  than  the  older)  group  of  men  may  be  attributed 
to  the  following  possibilities:  (1)  The  "younger"  and  "older"  groups  may 
represent  different  types  or  categories  of  depression;  e.g.,  the  younger 
men  may  be  a  more  "reactive"  group;  the  older  men  may  be  a  more  "non-reactive" 
or  "endogenous"  group  of  depressives.  (2)  The  younger  group  may  be  more  in¬ 
volved  with  marital  issues  at  their  developmental  stage.  (3)  Having  grown 
up  in  an  era  of  changing  sexual  roles  and  norms,  the  younger  men  may  be  more 
attuned  to  their  functioning  as  husbands  and  fathers,  and  more  likely  to  ex¬ 
press  their  discontent  in  psychological  or  psychosocial  terms.  The  older 
men,  on  the  other  hand,  may  express  their  dissatisfaction  in  somatic  terms, 
or  in  terms  of  discontentment  with  their  work.  Their  marital  functioning  may 
be  no  better  than  that  of  the  younger  men;  however,  the  older  group  may  not 
conceptualize  their  depression  in  these  terms,  or,  if  they  do,  may  be  less 
likely  to  admit  marital  or  sexual  role  problems.  The  finding  that  the 
younger  women  tend  to  report  slightly,  but  not  significantly,  more  marital 
disputes  than  the  older  women  may  reflect  the  greater  propensity  of  women  to 
recognize  or  focus  on  marital  difficulties,  regardless  of  age. 

3 .  By  Marital  Status 

Table  18  presents  the  frequencies  and  percent  of  patients  with  marital 
disputes,  by  marital  status.  Within  the  single  group,  50%  have  relationship 
disputes;  within  the  married  group,  the  proportion  is  51.8%;  within  the 
formerly-married,  the  figure  rises  to  66.7%.  The  formerly-married  present 
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with  marital  disputes  most  frequently,  but  the  difference  between  the  marital 
status  groups  is  not  significant.  The  single  and  formerly-married  males 
and  females  are  comparable  in  the  extent  to  which  they  have  marital  disputes. 
Among  the  married  group,  however,  the  majority  of  women  do  report  marital 
disputes  (66.7%),  compared  to  only  37.9%  of  the  men  (p  <.05).  This  finding 
that  married  women  report  more  marital  discord  than  married  men  concurs 
with  reports  in  the  literature  that  marriage  may  have  a  "protective"  effect 
on  men  but  a  "detrimental"  effect  on  women;  marriage  may  be  a  more  advan¬ 
tageous  state  for  men  than  women. 

4 .  By  Sexual  Preference 

The  vast  majority  (95.4%)  of  the  patients  are  heterosexual.  Five  pa¬ 
tients  (4.6%) — four  males  and  one  female — are  homosexual  or  bisexual.  The 
woman  and  one  of  the  men  were  classified  as  "no  marital  dispute";  the  other 
three  men  were  assigned  to  the  "marital  dispute  group." 

5 .  By  Duration  of  Current  Episode 

Table  19  shows  the  duration  of  the  current  depressive  episode  for  the 
male  and  female  patients  with  and  without  marital  disputes.  As  previously 
shown  in  Table  7,  the  main  effect  for  sex  is  significant;  i.e.,  the  women 
have  been  depressed  for  a  shorter  period  than  have  the  men.  The  marital  dis¬ 
pute  group  tends  to  seek  treatment  earlier  than  the  no-dispute  group,  but 
the  difference  is  not  significant.  Of  the  entire  sample,  42.6%  sought  treat¬ 
ment  before  3  months  of  the  onset  of  depression;  31.5%  between  three  months 
and  one  year;  and  25.9%  after  one  year.  Within  each  sex  group,  however,  the 
trends  are  slightly  different.  The  males  with  marital  disputes  seek  treat¬ 
ment  at  a  significantly  earlier  period  than  the  males  without  marital  dis¬ 
putes  (p  <.05):  the  largest  proportion  of  men  with  disputes  (44.0%)  have 
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been  depressed  less  than  three  months,  while  the  largest  proportion  of  men 
without  marital  disputes  (48.3%)  wait  over  a  year  before  seeking  (or  being 
referred  for)  treatment  at  the  Depression  Research  Unit.  The  women,  however, 
show  a  tendency  to  seek  treatment  within  less  than  three  months,  whether 
they  have  marital  disputes  or  not.  When  the  men  and  women  who  do  have 
marital  disputes  are  compared,  it  can  be  seen  that  they  are  similar  in  terms 
of  duration  of  illness;  the  largest  proportion  (44.0%  of  the  men  and  45.7% 
of  the  women)  have  been  depressed  less  than  three  months,  about  one-third 
between  3  months  and  one  year  (36.0%  of  the  men  and  31.4%  of  the  women), 
and  about  one-fifth  over  one  year  (20.0%  of  the  men  and.  22.9%  of  the  women). 
When  the  men  and  women  who  do  not  have  marital  disputes  are  compared,  it  is 
shown  that  the  men  without  marital  disputes  tend  to  wait  over  one  year  be¬ 
fore  seeking  treatment,  while  the  majority  of  the  women  even  without  marital 
disputes  are  seen  within  three  months  of  the  onset  of  their  depression 

,  .A 

(V  =  10.10;  p  <  .01).  In  short,  women  seek  treatment  for  depression  at  an 
early  stage  whether  they  have  marital  disputes  or  not.  For  the  men,  however, 
length  of  time  that  has  elapsed  since  the  onset  of  the  depression  appears  to 
be  related  to  the  presence  or  absence  of  marital  disputes.  The  men  with 
marital  disputes,  like  the  women,  seek  treatment  early;  the  men  without 
marital  disputes  wait  until  over  one  year  before  seeking  treatment  at  the 
Depression  Research  Unit.  The  presence  of  marital  disputes  may  prompt  the 
men  to  seek  treatment  earlier  than  they  would  have  otherwise;  i.e.,  the 
presence  of  marital  disputes  may  affect  patterns  of  treatment-seeking  among 
the  males. 

6 .  By  Separation  from  Parents  During  Childhood 


A  history  of  separation  from  one  or  both  parents  prior  to  the  patient's 
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fifteenth  birthday  did  not  predict  later  marital  disputes.  Of  the  31  pa¬ 
tients  with  permanent  or  extended  separations  during  childhood,  51.6%  later 
presented  with  marital  disputes,  compared  to  48.4%  who  did  not.  The  pro¬ 
portion  of  males  and  females  within  each  group  was  comparable. 

7 .  By  Severity  of  Symptoms 

a .  Global  Rating  by  Psychiatrist 

The  degree  of  illness,  as  measured  by  the  psychiatrists  on  global 
ratings,  was  compared  for  males  and  females  with  and  without  marital  disputes 
As  noted,  the  main  effect  for  sex  is  significant,  with  the  males  being  rated 
more  severe  than  the  females  (Table  10) .  The  "no  marital  dispute"  group 
tended  to  be  rated  as  more  severe  than  the  "marital  dispute"  group;  however, 
the  difference  on  degree  of  illness  between  the  "dispute"  and  "no  dispute" 
groups  was  not  significant.  Furthermore,  there  was  no  significant  inter¬ 
action  between  the  sex  and  marital  dispute  groups;  i.e.,  there  were  no 
significant  differences  between  the  men  and  women  within  these  two  groups. 

b .  Symptom  Severity  Scales — Psychiatrists  Ratings 

The  mean  scores  on  the  symptom  scales  were  compared  for  men  and  women 
with  and  without  marital  disputes,  to  ascertain  whether  the  groups  differ 
in  severity  of  symptoms. 

When  the  marital  dispute — no  marital  dispute  groups  are  compared  on 
the  scale  ratings  of  the  psychiatrists,  no  significant  differences  are  found 
on  either  the  Raskin  3-Area  Scale  (p >  .50),  the  Hamilton  Psychiatric  Rating 
Scale  (p  =  .40),  or  the  Clinical  Interview  Scale  (p>.50).  The  Brief  Psychia 
trie  Rating  Scale  (BPRS) ,  however,  does  show  a  significant  difference  between 
the  two  groups:  the  "no  marital  disupte"  group  is  significantly  more  severe 
than  the  "marital  dispute"  group  (p  =  .02).  As  previously  noted  (Table  9), 
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the  BPRS  also  shows  a  slight  but  insignificant  tendency  for  males  to  be  more 
severe  than  women  (p  =  .13).  When  the  interaction  between  sex  and  marital 
dispute  is  examined,  we  do  not  find  that  the  women  with  marital  disputes 
are  more  severe  than  the  women  without.  Nor  are  such  differences  found 
within  the  male  group.  It  does  become  apparent,  however,  that  the  males 
without  marital  disputes  are  more  severely  ill  than  the  females  with  marital 
disputes  (p  <.10)  (Table  20).  No  significant  interactions  were  noted  on 
the  other  three  psychiatrist  rating  scales. 

c .  Symptom  Check  List  Scale — Self-Report 

As  previously  noted  (Table  9),  the  females'  ratings  for  symptom  sever¬ 
ity  are  significantly  higher  than  the  males,  by  self-report  (p <  .01).  As 
shown  in  Table  21,  no  significant  difference  between  the  "marital"  and  "no 
marital  dispute"  groups  are  found  on  measurements  of  symptom  severity  by 
self-report,  using  either  the  Global  Severity  Index  (p  ^ . 50 )  or  the  Positive 
Symptom  Distress  Index  (p^.50).  The  "marital  dispute"  group  does  not  en¬ 
dorse  a  greater  number  of  positive  symptoms  than  the  "no  marital  dispute" 
group.  When  the  males  and  females  with  and  without  marital  disputes  are  com¬ 
pared,  however,  the  following  trend  appears:  the  women  with  marital  disputes 
tend  to  report  higher  scores  than  the  men  with  marital  disputes  (p  =  .06). 
There  is  no  significant  difference,  however,  between  the  scores  of  the  men 
and  women  without  marital  disputes.  We  do  not  find  that  the  women  who  do 
have  marital  disputes  report  significantly  more  severe  symptoms  than  the 
women  who  do  not  have  marital  disputes;  nor  do  the  men  with  and  without  mari¬ 
tal  disputes  report  different  levels  of  symptom  severity. 

8.  By  Premorbid  Social  Adjustment 


Table  22  shows  the  relationship  of  current  marital  disputes  to  premorbid 
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marital  adjustment.  Psychiatrists  were  asked  to  rate  the  quality  of  the 
marital  relationship  during  the  premorbid  state.  The  descriptions  of  each 


category  ("very  good,"  "good,"  "poor")  have  been  described  previously. 

(See:  "Results  -  General  Description  of  the  Population  -  Social  Adjustment.") 

The  depressed  patients  with  adaptive  premorbid  marital  adjustments  show  fewer 
marital  disputes  in  the  current  depressive  episode  than  those  with  maladap¬ 
tive  ("poor")  premorbid  marital  adjustments  (p<.001).  Among  those  patients 
who  had  highly  adaptive  ("very  good")  premorbid  adjustment,  85.0%  do  not 
present  with  marital  disputes  in  the  current  depressive  episode.  Among 
those  with  "good"  premorbid  adjustment,  the  majority  (55.6%)  still  do  not 
present  with  marital  disputes  on  admission.  Among  those  patients  who  had 
maladaptive  ("poor")  premorbid  adjustment,  characterized  by  unsupportiveness 
or  even  separation,  the  vast  majority  of  patients  (95.7%)  dn  present  with 
marital  disputes.  The  patients  in  the  latter  group  saw  their  poor  marital 
relationship  as  prominent  and  contributory  to  their  current  depressive 
episode.  In  a  comparison  of  the  marital  functioning  of  40  acutely  depressed 
women  with  40  nonsymptomatic  controls,  Bullock  and  her  associates  (1972) 
observed  similar  findings.  They  demonstrated  that  depressed  women  who  had 
adaptive  premorbid  marital  adjustment  tended  to  be  somewhat  less  impaired 
in  the  marriage;  they  were  slightly  more  assertive  and  communicative,  were 
less  reticent  and  submissive,  had  less  marital  friction,  and  tried  to  protect 
their  spouse  from  the  consequences  of  the  illness.  Those  patients  with  mal¬ 
adaptive  premorbid  marital  adjustment  tended  to  blame  the  spouse  for  causing 
the  illness. 

No  significant  differences  are  found  between  the  males  and  females  who 
showed  highly  adaptive  (very  good)  premorbid  marital  adjustment,  or  between 
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those  with  poor  premorbid  adjustment.  Within  these  groups,  the  men  and 
women  were  equally  likely  (or  unlikely)  to  present  with  marital  disputes 
when  they  initially  sought  treatment  for  their  current  depressive  episode. 
Among  those  patients  who  had  indicated  only  moderately  adaptive  ("good") 
premorbid  marital  adjustment,  with  some  periods  of  distance,  different 
trends  were  noted  for  men  and  women  (p  <^.10).  In  this  group,  the  men  did 
not  present  with  prominent  marital  disputes  (friction,  lack  of  communica¬ 
tion,  withdrawal,  or  separations),  whereas  the  women  did .  Stated  in  other 
terms,  these  men  did  not  see  their  present  marital  relationship  as  contrib¬ 
utory  to  their  depression,  whereas  the  women  did.  We  conclude  that  the 
woman  whose  premorbid  marital  relationship  is  only  moderately  adaptive  is 
more  likely  to  report  marital  disputes  during  the  depressed  state  than  the 
man  with  a  similar  premorbid  adjustment.  Her  marital  relationship  during 
the  depressed  state  may  be  more  vulnerable  to  the  effects  of  premorbid  mari¬ 
tal  impairment. 

9 .  By  Scores  on  Social  Adjustment  Scale — Self-Report  (SAS-SR) 

Social  adjustment,  as  measured  by  the  self-reports  on  the  total  score 
and  on  the  six  areas  of  the  Social  Adjustment  Scale  (SAS-SR),  was  compared 
for  males  and  females  with  and  without  marital  disputes, 
a .  Marital  Area  Scores 

(1)  Comparison  of  Marital  Dispute  Groups  as  Assessed  by  Psychiatrist 

(a)  Results 

The  SAS  area  most  relevant  to  our  study  is  obviously  the  marital  area 
(Table  23) .  Using  the  marital  dispute  or  no  marital  dispute  categories  based 
on  the  psychiatrists’  assessments  of  the  patients'  presenting  problems,  it 
can  be  seen  that  the  patients  who  present  marital  problems  during  the  clinical 


interviews  with  the  psychiatrists  also  indicate  more  severe  marital  role 
impairment  by  self-report  (p  <’.001).  In  one  sense,  this  finding  may  be  in¬ 
terpreted  as  confirmation  of  the  marital  dispute/no  marital  dispute  group¬ 
ings;  i.e.,  the  group  which  the  author  classified  as  having  marital  disputes, 
based  on  the  psychiatrists'  narrative  summaries,  did,  in  fact,  indicate  more 
marital  role  impairment  by  self-report.  In  addition,  the  finding  may  be 
interpreted  to  mean  that  the  psychiatrists'  recognition  of  marital  disputes 
in  the  patient  population,  based  on  information  provided  during  the  clinical 
interviews,  concurs  with  the  patients'  ratings  of  marital  role  impairment 
by  the  self-report  scales.  As  previously  noted  (Table  12),  there  is  no 
difference  for  males  and  females  on  the  Social  Adjustment  Scale.  When  the 
males  and  females  within  the  marital  dispute  groups  are  compared,  however, 
the  following  trends  are  noted:  (1)  Within  sex  groups:  Men  with  disputes 
are  comparable  on  self-reports  of  marital  role  impairment  to  men  without 
such  disputes  (p  >.50);  women  with  disputes  report  significantly  more  impair¬ 
ment  on  self-report  than  women  without  marital  disputes  (p  =  .02).  (2) 

Within  marital  dispute  groups:  The  men  and  women  with  marital  disputes  are- 
comparable  on  self-report  measures  (p}.50);  similarly,  the  men  and  women 
without  marital  disputes  are  comparable  (p  )  .50).  In  other  words,  the  differ¬ 
ence  between  men  and  women  within  a  given  dispute  group  is  insignificant. 

(3)  Sex  by  marital  dispute  interactions:  Women  with  marital  disputes  report 
significantly  greater  marital  impairment  than  men  without  marital  disputes 
(p  =  .02).  Men  with  marital  disputes  are  comparable  in  self-reported  marital 
adjustment  scores  to  women  without  marital  disputes  (p  =  .36). 

(b)  Respondents 


It  is  important  to  note  that  only  59  of  the  108  patients  filled  out 
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this  portion  of  the  scale.  The  directions  on  the  SAS  instructed  only  those 
patients  "who  were  living  with  (their)  spouse  or  a  person  of  the  opposite 
sex  in  a  permanent  relationship"  to  fill  out  the  "marital"  questions.  In 
short,  this  area  primarily  measures  the  marital  adjustment  of  patients  who 
are  married.  The  fact  that  we  found  59  respondents,  but  classified  only 
56  patients  as  "married,"  indicates  that  our  sample  of  respondents  included 
at  least  three  patients  who  are  living  with  a  person  of  the  opposite  sex 
without  being  married.  For  the  most  part,  however,  single,  separated,  di¬ 
vorced,  or  widowed  patients  are  excluded,  regardless  of  whether  they  are 
currently  involved  in  an  intimate  sexual  relationship.  This  omission  must 
be  remembered  in  the  interpretation  of  the  data.  For  example,  our  predictions 
were  based  on  reports  that  marriage  confers  a  "protective"  effect  on  men 
and  a  "detrimental"  effect  on  women.  These  studies  would  lead  us  to  believe 
that  the  separated  or  divorced  men  represent  the  most  severely  affected  seg¬ 
ment  of  the  male  population.  Because  this  segment  is  excluded,  the  marital 
adjustment  scores  for  the  male  group,  particularly  the  "male-dispute"  group, 
may  be  deceptively  low.  The  tendency  for  the  SAS  to  exclude  the  most  po¬ 
tentially  severe  group  has  been  noted  (Weissman  et  al . ,  1977).  Conversely, 
the  females  who  are  excluded  may  represent  a  less  disturbed  segment  of  the 
population  than  the  females  who  are  included.  If  the  previous  studies  are 
correct,  and  married  women  do  score  more  "poorly"  on  various  indices  of  mental 
health  than  single  or  formerly  married  women,  then  we  are  sampling  the  most 
severe  segment  of  the  women.  The  scores  for  marital  adjustment  for  the 
female  group,  particularly  the  "female-dispute"  group,  may  be  higher  than 
the  scores  expected  for  women  overall.  This  sampling  procedure  may  account, 
in  part,  for  some  of  the  findings  mentioned.  In  particular,  it  may  explain 
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the  finding  that  the  women  with  marital  disputes  show  significantly  higher 
marital  impairment  scores  than  women  without,  but  that  the  men  with  marital 
disputes  are  similar  in  scores  to  those  without.  It  may  also  explain  the 
finding  that  the  women  without  marital  disputes  score  almost  as  highly  on 
marital  role  impairment  as  men  with  marital  disputes.  Third,  the  women 
with  disputes  may  show  significantly  more  impairment  than  the  men  without 
disputes  because  we  may  be  comparing  the  maximally  severe  group  with  the 
minimally  severe  group.  Alternatively,  it  has  been  suggested  that  women, 
in  general,  give  higher  severity  scores  on  self-report  than  do  men;  i.e., 
they  may  show  a  greater  tendency  to  recognize  or  acknowledge  their  distress. 
This  explanation  seems  unlikely,  since,  as  previously  noted,  the  women's 
mean  scores  on  the  marital  area  of  the  SAS  were  not  significantly  higher 
than  those  of  the  men  (p  =  .22). 

(2)  Comparison  of  Marital  Dispute  Groups  as  Assessed  by  Patients 
The  marital  adjustment  scores  were  compared  for  the  marital  and  no 
marital  dispute  groups  using  the  patients'  judgments  as  the  criteria  for 
defining  the  two  groups.  By  this  definition,  the  "marital  dispute"  group 
includes  only  those  patients  who  explicitly  state  on  admission  that  they 
are  having  marital  difficulties.  The  trends  are  similar  to  those  listed 
above,  when  the  psychiatrists'  assessments  were  used.  The  marital  dispute 
group  (using  patients'  criteria)  show  more  marital  impairment  by  self-report 
scores  (p  <‘.001);  the  women  with  marital  disputes  report  significantly  more 
marital  impairment  on  self-report  than  the  women  without  (p<.001);  and 
the  women  with  marital  disputes  report  significantly  more  impairment  than 
the  men  without  (p  =  .002).  The  patient's  presentation  of  marital  disputes 
during  his  admission  interview  shows  strong  agreement  with  his  rating  of 
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marital  impairment  on  the  SAS — Self-Report  Scale.  The  level  of  agreement 
between  the  patient’s  presentation  during  the  admission  interview  and  his 
self-report  is  even  greater  than  the  level  of  agreement  between  the  psychia¬ 
trist’s  assessment  and  patient  self-report. 

In  summary,  for  the  married  patients,  presence  or  absence  of  prominent 
marital  disputes  shows  strong  agreement  with  the  patients'  ratings  of  marital 
adjustment  on  the  self-report  scales.  Specifically,  the  findings  indicate 
the  following:  (1)  Clinical  assessments  of  marital  disputes  by  the  psychia¬ 
trist  show  a  high  level  of  concordance  with  patient  assessment  of  marital 
role  impairment  by  self-report.  (2)  Recognition  of  marital  disputes  by  pa¬ 
tient  and  the  report  of  such  problems  to  the  psychiatrist  show  a  high  level 
of  concordance  with  the  patients'  self-report  on  questionnaires.  (3)  The 
categorization  of  patients  into  marital  dispute  or  no  marital  dispute  groups, 
made  by  an  independent  rater  (author)  on  the  basis  of  information  provided 
in  the  narrative  summaries,  shows  a  high  level  of  concordance  with  patients' 
self-reports  of  marital  adjustment. 

b .  Family  Unit  Area  Scores 

"Family  unit"  adjustment  included  questions  about  relationships  with 
parents,  brothers,  sisters,  in-laws,  and  children  not  living  at  home.  (Spouse 
and  children  at  home  are  not  included.)  The  presence  or  absence  of  marital 
disputes  shows  a  high  level  of  agreement  with  patients'  self-report  of 
"family  unit"  adjustment.  (Table  24.)  By  self-report,  patients  with  marital 
disputes  indicate  significantly  more  impairment  in  relationships  with  family 
members  than  patients  without  marital  disputes  (p^.OOl).  Using  the  psychia¬ 
trists'  evaluations  of  marital  disputes,  women  with  marital  disputes  indicate 
more  family  unit  impairment  than  women  without  (p  =  .009).  Women  with  marital 
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disputes  tend  to  indicate  more  family  unit  impairment  than  men  without 
marital  disputes  (p  =  .08).  The  levels  of  significance  when  the  patients' 
definitions  of  marital  disputes  are  used  are  comparable.  The  presence  of 
disputes  with  one's  spouse  (as  reported  during  the  clinical  interview) 
appears  to  be  related  to  impaired  relationships  with  other  family  members, 
including  parents,  in-laws,  and  siblings  (as  indicated  by  self-report). 

c .  Other  Area  Scores 

The  marital  dispute  group  does  not  show  more  impairment,  by  self-report, 
in  the  SAS  areas  of  work  role,  social  and  leisure  activities,  relationships 
with  extended  family  members,  parental  role,  or  the  total  score.  The  find¬ 
ing  that  the  marital  dispute  group  does  not  report  more  impairment  in  the 
parental  role  is  somewhat  surprising.  Apparently,  these  two  roles  (marital 
and  parental)  are  specific  and  independent. 
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B.  Stage  of  Marital  Disputes  In  Men  and  Women 

For  the  following  comparisons,  the  marital  dispute  group  (as  defined 
by  psychiatrist)  was  categorized  into  three  sub-groups,  based  on  the  stage 
of  marital  dispute.  The  three  stages  (renegotiation,  impasse,  and  dissolu¬ 
tion)  have  been  defined  previously  (see  "Designs  and  Methods"). 

1 .  By  Sex  Alone 

Tables  25  and  26  show  the  frequencies  and  percent  of  males  and  females 
who  seek  treatment  during  marital  renegotiation  and  impasse,  as  compared  to 
after  marital  dissolution.  The  "renegotiation"  and  "impasse"  groups  were 
combined,  to  indicate  the  number  of  patients  who  seek  treatment  for  marital 
disputes  while  they  are  still  "involved,"  rather  than  before  the  relation¬ 
ship  has  "dissolved."  As  hypothesized,  marital  problems  within  the  relation¬ 
ship,  i.e.,  at  renegotiation  or  impasse,  are  more  common  than  marital  prob¬ 
lems  after  dissolution.  Furthermore,  the  males  show  a  slight  tendency  to 
seek  treatment  after  dissolution,  whereas  the  females  tend  to  seek  treatment 
during  renegotiation  or  impasse.  Using  the  psychiatrists'  definition  of 
marital  groups,  it  can  be  seen  that  a  slight  majority  of  males  seek  treatment 
after  dissolution  (52.0%),  whereas  the  majority  of  women  seek  treatment 
during  either  renegotiation  or  impasse  (71.4%).  The  difference  approaches 
significance  (p  =  .07). 

2 .  By  Age,  Marital  Status,  Sexual  Preference 

a.  Age 

The  patients  who  are  younger  than  35  are  comparable  to  those  35  or  older 
in  terms  of  stage  of  marital  dispute.  The  majority  of  patients  with  marital 
problems  are  "involved,"  i.e.,  in  renegotiation  or  impasse  (61.7%),  rather 
than  "dissolved,"  i.e.,  in  dissolution  (38.3%),  regardless  of  age.  When  the 


■ 


117 


male  and  female  groups  are  examined  separately,  it  can  be  seen  that  the  men 
show  a  slight  tendency  to  seek  treatment  during  dissolution,  and  the  women 
tend  to  seek  treatment  during  renegotiation  and  impasse,  regardless  of 
whether  they  are  under  or  over  35  years. 

b .  Marital  Status 

Table  27  shows  the  frequencies  and  percent  of  men  and  women  by  stage 
and  marital  status.  The  11  single  patients  who  have  marital  disputes  are 
evenly  distributed  into  the  "involved"  (renegotiation  and  impasse)  group 
(54.5%)  and  the  "dissolved"  (dissolution)  group  (45.5%).  Virtually  all 
of  the  29  married  patients  (96.6%)  were  classified  as  involved,  because  of 
the  criteria  for  the  "involved"  category.  The  only  married  patient  who 
was  categorized  as  "dissolved"  was  a  man  who  had  just  terminated  an  extra¬ 
marital  relationship.  Similarly,  because  of  the  criteria  for  "dissolved" 

(i.e.,  that  the  patient  must  have  separated  from  his  spouse  or  lover),  it 
is  not  surprising  to  note  that  the  majority  (85.0%)  of  formerly  married 
patients  are  classified  as  "dissolved."  Three  formerly  married  women,  however, 
are  classified  as  "involved,"  including  two  separated  and  one  divorced  woman 
who  were  renegotiating  with  lovers.  It  can  be  seen,  then,  that  the  state¬ 
ment  that  married  patients  are  "involved"  and  formerly-married  patients  are 
"dissolved"  is  not  entirely  tautological.  The  criteria  for  inclusion  in 
"involved"  or  "dissolved"  groups  are  similar  but  not  identical  to  the  cri¬ 
teria  for  inclusion  in  the  "single,"  "married,"  or  "formerly  married"  mari¬ 
tal  status  groups. 

c .  Sexual  Preference 

All  but  five  patients  are  heterosexual.  The  five  homosexuals  or  bi¬ 
sexuals  sought  treatment  during  the  following  stages:  One  of  these  men  and 
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the  one  woman  were  classified  as  having  no  prominent  and  contributory  rela¬ 
tionship  disputes;  one  man  was  at  the  stage  of  "renegotiation"  with  his  male 
lover;  and  two  men  were  at  the  "dissolution"  stage — one  having  broken  up 
with  his  male  lover,  and  the  other  having  recently  terminated  his  relation¬ 
ships  with  both  his  wife  and  male  lover. 

3 .  By  Duration  of  Current  Depressive  Episode 

There  are  no  significant  differences  between  the  "involved"  group 
(i.e.,  renegotiation  or  impasse)  and  the  "dissolved"  group  (i.e.,  dissolution) 
on  the  duration  of  current  depression.  For  the  entire  sample,  the  propor¬ 
tion  of  "dissolved"  patients  seeking  treatment  within  three  months  (47.8%) 
is  slightly,  but  not  significantly,  higher  than  the  proportion  of  "involved" 
patients  seeking  treatment  during  the  same  period  (43.2%).  No  significant 
interaction  between  sex  and  stage  was  noted  on  duration  of  current  depression. 

4 .  By  Separation  from  Parents  during  Childhood 

Separation  from  parents  does  not  predict  the  stage  during  which  patients 
will  seek  treatment.  Thirty-one  patients  experienced  permanent  or  extended 
separation  from  their  parents  before  their  fifteenth  birthday.  Of  these, 

16  (51.6%)  presented  to  the  Depression  Research  Unit  with  marital  disputes. 

Ten  of  the  16  patients  (62.5%)  sought  treatment  during  renegotiation  or  impasse; 
the  remaining  6  (37.5%)  sought  treatment  after  dissolution.  This  distribution 
is  comparable  to  the  distribution  for  the  "no-childhood-separation"  group. 

The  males  and  females  who  had  experienced  childhood  separation  from  parents 
are  comparable  in  their  stage  of  marital  dispute. 

5 .  By  Severity  of  Symptoms 

a .  Psychiatrists'  Ratings 


The  psychiatrists'  ratings  on  symptom  scales  are  comparable  for  the 
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men  and  women  who  seek  treatment  during  renegotiation  or  impasse  (during 
the  involved  stages)  and  those  who  are  in  the  dissolution  stage.  There 
are  no  differences  between  the  males  and  females  in  these  stages  on  the 
Raskin  Scale,  the  Hamilton  Rating  Scale,  the  Clinical  Interview,  or  the 
BPRS;  nor  are  there  significant  differences  on  the  psychiatrists'  direct, 
overall  ratings  of  severity. 

b .  Symptom  Check  List  Scale — Self-Report 

As  shown  in  Table  28,  the  women  who  are  involved  in  an  ongoing  dispute 
(i.e.,  in  renegotiation  or  impasse)  report  higher  severity  scores  on  the 
Symptom  Check  List  than  the  men  who  are  similarly  involved  in  a  dispute 
(p  =  .07).  It  could  be  argued  that  this  reflects  a  difference  in  males' 
and  females'  reporting  styles.  Nonetheless,  this  male-female  difference 
does  not  appear  among  those  patients  who  seek  treatment  during  dissolution. 

It  appears,  then,  that  the  women  who  are  currently  involved  in  persistent 
marital  disputes  (as  opposed  to  those  who  have  already  dissolved  the  relation¬ 
ship)  report  more  severe  symptoms  than  the  men  who  are  involved  in  these  dis¬ 
putes.  This  finding  concurs  with  our  hypothesis  that  women  who  are  married 
(and  involved  in  marital  disputes)  report  more  severe  symptoms  than  men  who 
are  married  (and  involved  in  marital  disputes).  We  do  not  find,  however,  that 
the  men  in  "dissolution"  report  more  severe  symptoms  than  the  men  in  "rene¬ 
gotiation  or  impasse,"  or  that  the  women  in  "renegotiation  or  impasse"  report 
more  severe  symptoms  than  the  women  in  "dissolution." 

6 .  By  Scores  on  Social  Adjustment  Scale 

We  cannot  determine  whether  males  at  "dissolution"  report  more  marital 
role  impairment  on  the  SAS  than  the  males  at  "renegotiation,"  or  whether 
the  females  at  "renegotiation"  report  more  marital  role  impairment  than  the 
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females  at  "dissolution."  On  the  marital  area  of  the  SAS,  no  women  and  only 
one  man  in  the  "dissolution"  group  completed  the  marital  section.  This 
finding  is  not  surprising.  The  marital  area  of  the  SAS  directed  only  those 
patients  either  married  or  permanently  involved  to  fill  out  that  section 
of  the  questionnaire.  Apparently,  virtually  all  of  the  patients  whom  the 
author  classified  as  "dissolved"  also  conceived  of  their  relationships  as 
"dissolved,"  and  therefore  did  not  complete  the  marital  adjustment  section. 
The  one  exception  was  a  married  man  who  was  depressed  after  the  termination 
of  an  extra-marital  affair.  He  rated  the  scale  for  his  adjustment  with  his 
spouse;  he  was  classified  as  "dissolved"  on  the  basis  of  his  extra-marital 
relationship . 
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C .  Summary  of  Results  of  Marital  Dispute  Comparisons 

This  study  of  108  depressed  men  and  women  demonstrates  the  following: 

1.  Presence  of  marital  disputes  by  sex 

The  incidence  of  marital  disputes  is  greater  among  the  depressed  women 
than  among  the  depressed  men,  according  to  both  the  patients'  and  clinicians' 
assessment  of  primary  presenting  problem  described  in  the  narrative  summaries. 
The  trend  approaches  significance  at  the  following  levels:  p  =  .05  by  clini¬ 
cians'  assessments;  p  =  .12  by  patients'  assessments. 

2 .  Stage  of  marital  dispute  by  sex 

Among  those  patients  who  do  discuss  marital  disputes  as  their  primary 
presenting  problem,  the  men  show  a  tendency  to  seek  treatment  during  the 
dissolution  stage,  whereas  the  women  seek  treatment  during  the  renegotiation 
or  impasse  stage.  Using  either  the  patients'  or  clinicians'  assessments  of 
marital  disputes,  the  trend  approaches  significance  at  p  =  .07. 

3 .  Presence  of  marital  disputes  by  sex  and  marital  status 

The  proportions  of  single,  married,  and  formerly  married  (divorced, 
separated,  and  widowed)  patients  in  this  depressed  population  are  comparable. 
The  single,  married,  and  formerly  married  patients  are  also  comparable  in 
the  frequency  with  which  they  presented  marital  disputes  as  presenting  prob¬ 
lems.  Within  the  married  group,  however,  sex  differences  became  apparent: 
married  women  present  marital  disputes;  married  men  do  not  (p  <.05). 

4 .  Presence  of  marital  disputes  by  sex  and  age 

Men  under  35  years  report  marital  disputes;  men  35  years  or  over  do  not 
(p  <C . 01) .  Women,  however,  report  marital  disputes  regardless  of  whether  they 
are  younger  or  older  than  35  years. 
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5 .  Presence  of  marital  disputes  by  sex  and  history  of  separation  during 
childhood 

Patients  with  marital  disputes  do  not  have  a  greater  incidence  of 
separation  from  parents  during  childhood  than  patients  without  such  disputes. 

6 •  Presence  of  marital  disputes  by  sex  and  duration  of  current  de¬ 
pressive  episode 

Men  with  marital  disputes  seek  treatment  at  an  earlier  stage  of  de¬ 
pression  than  men  without  marital  disputes.  Men  with  marital  disputes  have 
been  depressed  less  than  three  months;  men  without  marital  disputes  have 
been  depressed  over  one  year  by  the  time  they  are  seen  at  the  Depression 
Research  Unit  (p  <.05).  The  women  seek  treatment  within  three  months  after 
the  onset  of  depression,  regardless  of  whether  they  have  marital  disputes. 

7 .  Symptoms  by  marital  dispute  and  sex 

a .  Psychiatrists  *  Ratings 

The  Brief  Psychiatric  Rating  Scale  (BPRS)  shows  that  the  "no  marital 
dispute"  group  is  significantly  more  severe  than  the  "marital  dispute"  group 
(p  =  .02).  The  BPRS  also  shows  that  males  without  marital  disputes  have 
more  severe  symptoms  than  the  females  with  marital  disputes.  The  Raskin, 
Hamilton,  Clinical  Interview,  and  Global  rating  of  severity  show  no  differ¬ 
ences  by  sex  and  marital  dispute  group. 

There  are  no  differences  in  scores  between  patients  in  the  renegotiation 
and  impasse  phases  in  comparison  with  those  in  the  dissolution  phase  of 
marital  disputes. 

b .  Self-Report 

The  SCL-90  shows  no  differences  between  the  scores  for  the  "marital 
dispute"  and  "no  marital  dispute"  groups.  Women,  in  general,  score  higher 


123 


than  men,  and  women  with  marital  disputes  tend  to  report  higher  scores  than 
men  with  marital  disputes  (p  =  .06).  In  particular,  the  findings  do  not 
show  that  women  with  marital  disputes  report  higher  symptom  scores  than  women 
without  disputes. 

Women  in  renegotiation  or  impasse  stages  report  higher  severity  scores 
than  the  men  in  the  same  stages.  We  do  not  find  that  men  in  the  dissolution 
stage  report  more  severe  symptoms  than  men  in  the  renegotiation  or  impasse 
stages;  nor  do  we  find  that  women  in  renegotiation  or  impasse  stages  report 
higher  symptoms  scores  than  women  in  the  dissolution  stage. 

8 .  Social  Adjustment  by  Marital  Dispute  and  Sex 

a .  Premorbid  Marital  Adjustment 

Patients  with  adaptive  premorbid  marital  adjustments  are  less  likely 
to  present  prominent  marital  disputes  when  they  seek  treatment  for  depression 
than  are  patients  with  maladaptive  premorbid  adjustment  (p  -^.001).  Marital 
relationships  which  are  highly  adaptive  premorbidly  remain  supportive  during 
the  patient's  depression.  Marital  relationships  which  are  poor  premorbidly 
are  characterized  by  disputes  (poor  communication,  friction)  during  the  de¬ 
pression.  Among  those  depressed  patients  with  only  moderately  adaptive 
premorbid  marital  adjustment,  the  following  sex  difference  is  found  (p(  .10): 
the  depressed  men  indicate  that  their  marital  relationship  is  still  satis¬ 
factory.  The  women,  however,  indicate  that  their  marriage  is  characterized 
by  dispute,  and  that  these  disputes  have  contributed  to  their  current  de¬ 
pressive  episode. 

b .  Social  Adjustment  Scale — Self-Report  (SAS) 

There  is  a  high  level  of  concordance  between  the  assessment  of  marital 
disputes  during  the  clinical  interview  (by  either  patient  or  clinician) , 
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and  the  patient  s  self-report  of  his  marital  role  adjustment,  for  the 
married  patients  as  a  whole  (p  ^ .001).  When  the  married  males  and 
females  are  examined  separately,  it  is  shown  that  the  women  with  marital 
disputes  score  significantly  higher  (i.e.,  show  more  impairment)  on  the 
marital  adjustment  scale  than  the  women  without  marital  disputes  (p  =  .02 
by  clinicians'  assessments;  p  (  .001  by  patients'  assessment  of  marital  dis¬ 
pute  groups);  however,  men  with  marital  disputes  score  only  slightly  higher 
than  men  without  such  disputes.  In  other  words,  the  assessment  of  marital 
disputes  based  on  what  the  patient  tells  the  clinician  during  the  interview 
shows  a  high  level  of  concordance  with  the  patient's  self-report  of  marital 
impairment — especially  for  the  women. 

In  general,  women  do  not  score  significantly  higher  than  men  on  the 
marital  area  of  the  SAS;  however,  women  with  marital  disputes  report  sig¬ 
nificantly  more  marital  impairment  than  men  without  such  disputes  (p  =  .02 
by  clinicians'  assessments;  p  =  .002  by  patients'  assessments  of  dispute 
groups).  Men  with  marital  disputes  score  only  slightly  (and  not  significantly) 
higher  than  women  without  disputes. 

c .  SAS  -  Family  Unit  Area 

Patients  with  marital  disputes  show  higher  scores  (i.e.,  more  impairment) 
on  self-reported  ratings  of  relationships  with  other  family  members  (e.g., 
parents,  brothers,  sisters,  in-laws,  and  children  not  living  at  home)  than 
patients  without  marital  disputes  (p  (  .001).  Women  with  marital  disputes 
report  more  family  unit  impairment  than  women  without  marital  disputes 
(p<  .009). 
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TABLE  16 

MARITAL  DISPUTE  GROUPS  BY  SEX 


Table  a  -  Groups  as  Assessed  by  Patient 


Sex 

Presence  of 
Marital  Dispute 

Total 

(N=108) 

Males 

(N=54) 

Females 

(N=54) 

Significance 

Yes 

52  (48.2%) 

22  (40.7%) 

30  '  (55.6%) 

](1=2 .37 

1  df 

No 

56  (51.8%) 

32  (59.3%) 

24  (44.4%) 

p  =  .12 

Table  b  -  Groups  as  Assessed  by  Psychiatrist 


Sex 

Presence  of 
Marital  Dispute 

Total 

(N=108) 

Males 

(N=54) 

Females 

(N=54) 

Significance 

Yes 

60  (55.6%) 

25  (46.3%) 

35  (64.8%) 

C=3.75+ 

1  df 

No 

48  (44.4%) 

29  (53.7%) 

19  (35.2%) 

p  =  .05 

. 
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TABLE  20 

SCORES  ON  BRIEF  PSYCHIATRIC  RATING  SCALE  (BPRS) 
BY  SEX  AND  MARITAL  DISPUTE  GROUP 


Table  a  -  Scores  by  Marital  Dispute  Group 
Presence  of 


Group 

Marital  Disputes 

Mean 

SD 

N 

Total 

Total 

34.57 

6.49 

108 

Group  1 

Yes 

33.32 

5.67 

60 

Group  2 

No 

36.15 

7.08 

48 

Difference 

SE 

DF  T-Test 

Significance 

Group 

1  vs .  Group  2 

-2.83 

1.24 

106  -2.28* 

.02 

Table 

b  -  Scores  by  Sex  and 

Marital 

Dispute  Group 

Presence  of  Marital 

Disputes  in  Men 

Group 

i  and  Women 

Mean 

SD 

N 

Total 

Total 

34.57 

6.49 

108 

Group 

1  Men  -  yes 

34.20 

6.85 

25 

Group 

2  Men  -  no 

36.69 

7.38 

29 

Group 

3  Women  -  yes 

32.69 

4.55 

35 

Group 

4  Women  -  no 

35.32 

6.52 

19 

T-Tests  with  Probabilities  Corrected  for  Degrees  of  Freedom 


Groups 

Difference 

SE 

DF 

T-Test 

Significance 

Group  1  vs . 

Group 

2 

-2.49 

1.98 

52 

-1.25 

Over 

.50 

Group  1  vs . 

Group 

3 

1.51 

1.50 

58 

1.01 

Over 

.50 

Group  1  vs . 

Group 

4 

-1.12 

2.09 

42 

-0.53 

Over 

.50 

Group  2  vs . 

Group 

3 

4.00 

1.53 

62 

2.61+ 

.07 

Group  2  vs . 

Group 

4 

1.37 

2.13 

46 

0.65 

Over 

.50 

Group  3  vs . 

Group 

4 

-2.63 

1.55 

52 

-1.70 

Over 

.50 

Analysis  of  Variance  Table 

Mean  Square  DF  F-Test  Significance 

Among  groups  89.51  3  2.17+  .10 

Within  groups  41.17  104 


+  p  <  .10 

*  p  <  .05 


' 
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TABLE  21 

SCORES  ON  SYMPTOM  CHECK  LIST  -  SELF-REPORT  (SCL-90) 
BY  SEX  AND  MARITAL  DISPUTE  GROUP 


Table  a 

-  Global  Severity 

Index  Scores 

by  Marital 

Dispute  Group 

Presence  of 

Group 

Marital  Disputes 

Mean 

SD 

N 

Total 

Total 

1.59 

0.67 

107 

Group  1 

Yes 

1.61 

0.68 

59 

Group  2 

No 

1.57 

0.65 

48 

Dif f erenc 

e  SE 

DF 

T-Test 

Significance 

Group  1  vs .  Group  2 

0.04 

0.13 

105 

0.27 

Over  .50 

Table  b  -  Scores  by  Sex  and  Marital  Dispute  Group 


Presence  of  Marital 
Disputes  in  Men 


Group 

and  Women 

Mean 

SD 

N 

Total 

Total 

1.59 

0.67 

107 

Group  1 

Men  - 

yes 

1.35 

0.63 

25 

Group  2 

Men  - 

no 

1.48 

0.68 

29 

Group  3 

Women 

-  yes 

1.80 

0.65 

34 

Group  4 

Women 

-  no 

1.72 

0.58 

19 

T-Tests  with  Probabilities  Corrected  for  Degrees  of  Freedom 


Groups 

Difference 

SE 

DF 

T-Test 

Signif 

icanc 

Group  1  vs . 

Group 

2 

-0.13 

0.18 

52 

-0.70 

Over 

.50 

Group  1  vs . 

Group 

3 

-0.45 

0.17 

57 

-2.65+ 

.06 

Group  1  vs . 

Group 

4 

-0.38 

0.19 

42 

-1.99 

.32 

Group  2  vs . 

Group 

3 

-0.33 

0.17 

61 

-1.92 

.36 

Group  2  vs . 

Group 

4 

-0.25 

0.19 

46 

-1.29 

Over 

.50 

Group  3  vs . 

Group 

4 

-0.08 

0.18 

51 

0.42 

Over 

.50 

Analysis  of  Variance  Table 

Mean  Square  DF  F-Test 


Among  groups  1.24 

Within  groups  0.43 


3 

103 


2.91' 


Significance 

.04 


+  p  <  .10 

*  p<  .05 
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MARITAL  DISPUTE  GROUPS  BY  SEX  AND  PREMORBID  MARITAL  ADJUSTMENT 
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TABLE  23 

SCORES  ON  MARITAL  AREA  OF  SOCIAL  ADJUSTMENT  SCALE  (SAS) 
BY  SEX  AND  MARITAL  DISPUTE  (ACCORDING  TO  PSYCHIATRIST) 


Table  a 

-  Scores  by  Marital 

Dispute  Group 

Presence  of 

Group 

Marital  Dispute 

Mean 

SD 

N 

Total 

Total 

2.40 

0.49 

59 

Group  1 

Yes 

2.60 

0.42 

31 

Group  2 

No 

2.17 

0.46 

28 

Difference 

SE 

DF 

T-Test 

Significance 

Group  1  vs .  Group  2 

0.43 

0.12 

57 

3 . 70*** 

Under  .001 

Table  b 

-  Scores  by  Sex  and 

Marital 

Dispute  Group 

Presence  of  Marital 

Dispute  in  Men 

Group 

and  Women 

Mean 

SD 

N 

Total 

Total 

2.40 

0.49 

59 

Group  1 

Men  -  yes 

2.50 

0.42 

12 

Group  2 

Men  -  no 

2.21 

0.46 

19 

Group  3 

Women  -  yes 

2.66 

0.40 

19 

Group  4 

Women  -  no 

2.10 

0.47 

9 

T-Tests  with  Probabilities  Corrected  for  Degrees  of  Freedom 


Groups 

Difference 

SE 

DF 

T-Test 

Significance 

Group 

1 

vs . 

Group 

2 

0.30 

0.17 

29 

1.78 

Over 

.50 

Group 

1 

vs . 

Group 

3 

-0.16 

0.16 

29 

-1.01 

Over 

.50 

Group 

1 

vs . 

Group 

4 

0.41 

0.20 

19 

1.99 

.36 

Group 

2 

vs . 

Group 

3 

-0.46 

0.14 

36 

-3.18* 

.02 

Group 

2 

vs . 

Group 

4 

0.11 

0.19 

26 

0.56 

Over 

.50 

Group 

3 

vs . 

Group 

4 

0.57 

0.18 

26 

3.16* 

.02 

Analysis  of  Variance  Table 


Among  groups 
Within  groups 


Mean  Square 

DF 

F-Tes  t 

Significance 

1.00 

3 

4.92** 

.005 

0.20 

55 

~  p  <  .05 

**  p  <.  .  01 

***  P  <  . 001 


■ 

133 


TABLE  23c 

SCORES  ON  MARITAL  AREA  OF  SAS  BY  SEX  AND 
MARITAL  DISPUTE  (ACCORDING  TO  PATIENT) 


Presence  of  Marital 
Dispute  in  Men 


Groups 

and  Women 

Mean 

SD 

N 

Total 

Total 

2.40 

0.49 

59 

Group  1 

Men  -  yes 

2.54 

0.41 

10 

Group  2 

Men  -  no 

2.22 

0.46 

21 

Group  3 

Women  -  yes 

2.77 

0.32 

16 

Group  4 

Women  -  no 

2.09 

0.42 

12 

T-Tests  with  Probabilities  Corrected  for  Degrees  of  Freedom 


Groups 

Difference 

SE 

DF 

T-Test 

Signif icanc 

Group 

1  vs .  Group 

2 

0.32 

0.18 

29 

1.84 

.46 

Group 

1  vs .  Group 

3 

-0.24 

0.15 

24 

-1.56 

Over 

.50 

Group 

1  vs.  Group 

4 

0.45 

0.19 

20 

2.39 

.16 

Group 

2  vs.  Group 

3 

-0.56 

0.14 

35 

-4 . 03** 

.002 

Group 

2  vs .  Group 

4 

0.13 

0.17 

31 

0.76 

Over 

.50 

Group 

3  vs.  Group 

4 

0.68 

0.15 

26 

4 . 64*** 

Under 

.001 

Analysis  of  Variance  Table 


Among  groups 
Within  groups 


Mean  Square 


DF 


F-Test  Signif icance 

7.92***  Under  .001 


**  p  < . 01 

***  p  .001 


1.42 

0.18 


3 

55 


. 
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TABLE  24 

SCORES  ON  FAMILY  UNIT  AREA  OF  SAS  BY 
SEX  AND  MARITAL  DISPUTE  GROUP 


Table  a  -  Scores  by  Marital  Dispute  Group 
Presence  of 


Group  Marital  Dispute 

Mean 

SD 

N 

Total  Total 

2.66 

0.89 

89 

Group  1  Yes 

2.92 

0.81 

52 

Group  2  No 

2.29 

0.86 

37 

Difference 

SE 

DF 

T-Test 

Significance 

Group  1  vs.  Group  2 

0.63 

0.18 

87 

3.49*** 

Under  .001 

Table 

b  -  Scores  by  Sex  and 

Marital  Dispute  Group 

Presence  of  Marital 

Disputes  in  Men 

Groups 

and  Women 

Mean 

SD 

N 

Total 

Total 

2.66 

0.89 

89 

Group 

1 

Men  -  yes 

2.80 

0.81 

22 

Group 

2 

Men  -  no 

2.41 

0.86 

22 

Group 

3 

Women  -  yes 

3.01 

0.79 

30 

Group 

4 

Women  -  no 

2.12 

0.84 

15 

T-Tests  with  Probabilities  Corrected  for 

Degrees  of  Freedom 

Groups 

Difference 

SE 

DF 

T-Test 

Significance 

Group 

1 

vs .  Group  2 

0.39 

0.26 

42 

1.53 

Over  . 50 

Group 

1 

vs .  Group  3 

-0.21 

0.23 

50 

-0.91 

Over  . 50 

Group 

1 

vs .  Group  4 

0.68 

0.28 

35 

2.40 

.13 

Group 

2 

vs .  Group  3 

-0.60 

0.24 

50 

-2.56+ 

.08 

Group 

2 

vs .  Group  4 

0.29 

0.29 

35 

0.98 

Over  . 50 

Group 

3 

vs .  Group  4 

0.89 

0.26 

43 

3.41** 

.009 

Analysis 

of  Variance 

Table 

Mean  Square 

DF 

F-Test 

Significance 

Among  groups 

3.29 

3 

4.66** 

.005 

Within  groups 

0.71 

85 

+ 

* 
/V  & 
/  c  *  X 


p  <  .  10 

p  <  .05 

p  <  .  01 
p  ^  .001 


- 


. 

• 
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TABLE  25 

RENEGOTIATION,  IMPASSE,  AND  DISSOLUTION 
STAGES  BY  SEX 

Table  a  -  Marital  Dispute  Group  as  Assessed  by  Patient 


Presence  of 
Marital  Dispute 

Stage 

Total 

Males 

Females 

Yes 

Renegotiation 

23 

(44.2%) 

8 

(36.4%) 

15 

(50.0%) 

Yes 

Impasse 

8 

(15.4%) 

2 

(9.1%) 

6 

(20.0%) 

Yes 

Dissolution 

21 

(40.4%) 

12 

(54.5%) 

9 

(30.0%) 

Yes 

Total 

52 

(100.0%) 

22 

(100.0%) 

30 

(100.0%) 

Table 

b  -  Marital  Dispute  Group 

as  Assessed  by 

Psychiatrist 

Presence 

i  of 

Marital 

Dispute  Stage 

Total 

Males 

Females 

Yes 

Renegotiation 

27 

(45.0%) 

9 

(36.0%) 

18 

(51.4%) 

Yes 

Impasse 

10 

(16.7%) 

3 

(12.0%) 

7 

(20.0%) 

Yes 

Dissolution 

23 

(38.3%) 

13 

(52.0%) 

10 

(28.6%) 

Yes 

Total 

60 

(100.0%) 

25 

(100.0%) 

35 

(100.0%) 

• 
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TABLE  26 

STAGE  OF  MARITAL  DISPUTE  BY  SEX 


Table  a  -  Marital  Dispute  Group  as  Assessed  by  Patient 


Sex 

Stage  of 

Marital  Dispute 

Total 

(N=52) 

Males 

(N=22) 

Females 

(N=30) 

Significance 

Renegotiation 
and  Impasse 

31  (59.6%) 

10  (45.4%) 

21  (70.0%) 

r=3.is+ 

1  df 
p  =  .07 

Dissolution 

21  (40.4%) 

12  (54.6%) 

9  (30.0%) 

Table  b  -  Marital  Dispute  Group  as  Assessed  by  Psychiatrist 


Sex 

Stage  of 

Marital  Dispute 

Total 

(N=60) 

Males 

(N=25) 

Females 

(N=35) 

Significance 

r 

Renegotiation 
and  Impasse 

37 

(61.7%) 

12  (48.0%) 

25  (71.4%) 

)l'"=3.39+ 

1  df 
p  =  .07 

Dissolution 

23 

(38.3%) 

13  (52.0%) 

10  (28.6%) 

STAGE  OF  MARITAL  DISPUTE  BY  SEX  AND  MARITAL  STATUS 


Formerly  Married 

Females 

(  N=  1 0 ) 

- — — _ i 

3  (30.0%) 

7  (70.0%) 

* 

Males 

(N=10) 

i 

i 

s^s 

o 

o 

o 

I — 1 

o 

I — 1 

+ 

co 

m 

co 

Total 

(N=20) 

3  (15.0%) 

17  (85.0%) 

Married 

Females 

(N=18) 

S'? 

O 

O 

O 

t — 1 

00 

I — 1 

i 

i 

N.S. 

Males 

(N=ll) 

10  (90.9%) 

1  (9.1%) 

Total 

(N=29) 

28  (96.6%) 

11  (3.4%) 
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TABLE 

28 

SCORES  ON  SYMPTOM 

CHECK 

LIST  -  SELF-] 

REPORT 

( SCL-90) 

BY  SEX 

AND  STAGE 

Stage  of 

Groups 

Marital  Dispute 

Mean 

SD 

N 

Total 

Total 

1.61 

0.68 

59 

Group 

1 

Men  -  renegotiation 

and  impasse 

1.24 

0.52 

12 

Group 

2 

Men  -  dissolution 

1.45 

0.70 

13 

Group 

3 

Women  -  renegotiation 

and  impasse 

1.84 

0.68 

24 

Group 

4 

Women  -  dissolution 

1.70 

0.56 

10 

T-Tests  with  Probabilities  Corrected  for  Degrees  of  Freedom 


Groups 

Difference 

SE 

DF  T-Test 

Significance 

Group 

1 

vs .  Group 

2 

-0.21 

0.26 

23  -0.82 

Over 

50 

Group 

1 

vs .  Group 

3 

-0.61 

0.23 

34  -2.67+ 

. 

07 

Group 

1 

vs .  Group 

4 

-0.46 

0.24 

20  -1.90 

. 

43 

Group 

2 

vs .  Group 

3 

-0.40 

0.24 

35  -1.64 

Over 

50 

Group 

2 

vs .  Group 

4 

-0.25 

0.28 

21  -0.88 

Over 

50 

Group 

3 

vs .  Group 

4 

0.15 

0.25 

32  -0.60 

Over 

50 

Analysis 

of  Variance 

Table 

Mean  Square 

DF 

F-Test 

Significance 

Among  groups 

1.14 

3 

2.64+ 

.06 

Within  groups 

0.42 

55 

+  p  <  .10 


. 

VI.  MARITAL  DISPUTES  IN  MEN  AND  WOMEN — 


DISCUSSION  OF  SEX  DIFFERENCES 


A.  Notable  Findings 

The  most  notable  findings  are  as  follows: 

(1)  Marital  role  disputes  characterize  a  substantial  number  of  de¬ 
pressed  patients  coming  to  treatment  (56%,  in  the  clinician's  estimation). 

(2)  The  prevalence  of  marital  disputes  is  higher  among  depressed 
women  than  among  depressed  men. 

(3)  Marital  disputes  are  presented  more  frequently  by  married  women 
than  by  married  men. 

(4)  Among  those  patients  who  associate  their  depression  with  marital 
problems,  persistent  problems  within  the  relationship  (i.e.,  during  renego¬ 
tiation  or  impasse)  are  more  common  than  problems  related  to  dissolution 

of  the  relationship. 

(5)  Women  seek  treatment  while  the  relationship  is  intact  (during 
renegotiation  and  impasse),  whereas  men  tend  to  seek  help  after  its  dissolution. 

(6)  The  assessment  of  marital  disputes  based  on  the  material  presented 
during  the  initial  clinical  interview(s) ,  as  described  in  the  narrative 
summaries,  shows  a  high  level  of  concordance  with  the  patients'  assessments 
of  marital  role  impairment  by  self-report. 

The  discussion  will  focus  on  these  six  findings. 

B .  Presentation  of  Marital  Disputes 

The  proportions  of  patients  presenting  with  disputes  are  similar  to  pre¬ 
viously  reported  findings.  In  the  present  study,  56%  of  the  total  population 
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presented  disputes,  compared  to  51%  in  Sager's  study  of  men  and  women  (1968) 
and  58%  in  Rounsaville  s  study  of  women  (1978).  In  the  present  population  of 
depressed  patients,  the  women  cite  marital  disputes  as  their  primary  present- 
ing  problem  more  frequently  than  do  the  men.  This  sex  difference  reaches 
significance  at  p  =  .05  using  the  clinicians’  evaluations.  In  an  extensive 
review  and  critical  analysis  of  the  evidence  for  differing  rates  of  depres¬ 
sion  between  the  sexes,  Weissman  and  Klerman  (1977)  present  the  arguments  for 
"artif actual"  vs.  "real"  differences.  A  similar  model  of  explanation  may  be 
applied  to  our  finding  that  marital  disputes  are  more  frequently  viewed  as 
presenting  problems  by  depressed  women  than  by  depressed  men.  One  set  of 
explanations  would  suggest  that  the  finding  is  an  artifact  accounted  for  by 
the  method  of  assessment,  by  differences  between  men  and  women  in  their  per¬ 
ception  of  marital  stress,  in  their  willingness  to  express  marital  difficulties, 
and  in  their  patterns  of  seeking  help  for  depression  and/or  marital  problems. 
Alternatively,  the  finding  may  be  considered  a  real  phenomenon  and  attributed 
to  the  social  causes;  i.e.,  the  differential  impact  of  marriage  on  men  and 
women . 

1 .  Methodological  Issues 

Three  methodological  issues  may  relate  to  the  finding  that  marital  dis¬ 
putes  are  more  frequently  presented  by  depressed  women  than  by  depressed 
men:  (1)  the  source  of  the  data,  (2)  the  criteria  used  in  the  definition  of 

"marital  dispute,"  and  (3)  the  source  of  the  assessment  (patient,  clinician, 
or  rater) . 

a .  Narrative  Summaries  as  Data  Source 

The  patients'  primary  problems  were  rated  on  the  basis  of  the  material 
presented  in  the  psychiatrists'  and  research  assistants  narrative  summaries. 


■ 


141 


The  study  was  not  specifically  designed  to  compare  patients'  presenting 
problems  or  to  evaluate  the  effect  of  treatment  on  marital  adjustment.  Its 
purpose  was  to  evaluate  the  relative  efficacy  of  amitriptyline  and/or  per¬ 
phenazine  in  the  treatment  of  depression.  We  observed  that,  in  general, 
the  content  of  the  narrative  summaries  reflected  this  goal.  All  summaries 
focused  on  the  depressive  symptoms  present  at  admission  and  during  the 
course  of  treatment.  The  summaries,  however,  did  not  always  provide  de¬ 
tailed  analysis  about  the  patients'  marital  adjustment.  Furthermore,  each 
patient  was  studied  for  only  four  weeks.  Occasionally,  especially  in  cases 
of  early  termination,  the  psychiatrist  stated  that  he  did  not  have  enough 
information  to  determine  whether  marital  disputes  were  prominent  in  the 
patient's  clinical  picture. 

b .  Criteria  for  Identification  and  Staging  of  Marital  Disputes 

In  comparing  studies  of  marital  disputes,  as  in  comparing  studies  of 
any  clinical  entity  or  diagnosis,  the  differences  in  criteria  constitute  the 
most  important  source  of  variance — greater  than  variance  due  to  differences 
in  subject,  occasion,  information,  or  observation  (Spitzer  and  Endicott,  1975). 
One  of  the  difficulties  with  this  study  was  in  the  identification  and  staging 
of  marital  disputes.  Marital  role  dispute  was  defined  as  "a  situation  in 
which  the  patient  and  her  spouse  have  expectations  of  their  own  or  their 
partner's  performance  in  marital  roles  that  are  contradictory"  (Rounsaville , 
1977,  1978;  Klerman  et  al . ,  1977).  The  staging  of  disputes  was  made  on  the 
basis  of  the  descriptions  of  each  stage  found  in  the  Interpersonal  Psycho¬ 
therapy  Manual  (Klerman  et  al.,  1977).  These  definitions,  however,  left 
many  questions  unanswered.  The  definitions  were  descriptions  of  the  char¬ 
acteristic  issues  presented  in  each  stage  during  psychotherapy,  rather  than 
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operationally  defined  criteria  for  stages  themselves.  As  stressed  in  the 
manual,  these  issues  emerge  during  the  therapeutic  process  with  the  thera¬ 
pist's  use  of  the  techniques  of  elicitation  and  clarification.  In  this 
study,  the  psychiatrist  did  provide  supportive  psychotherapy,  but  psycho- 
dynamically-oriented  psychotherapy  was  not  his  major  focus.  The  problem 
arose,  therefore,  of  how  to  classify  the  stage  of  the  patient's  dispute  at 
initial  presentation,  i.e.,  before  extensive  contact  with  the  patient.  Forma¬ 
lized  criteria  would  be  needed  for  each  stage. 

•N. 

(1)  Definition  of  Stages 
(a)  Renegotiation 

During  this  stage,  "The  couple  openly  recognizes  that  there  is  a  conflict 
between  them  and  are  at  least  minimally  attempting  to  adjust  their  behavior 
to  lessen  the  conflict"  (Rounsaville  et  al . ,  1978) .  Would  this  category  in¬ 
clude  the  patient  who  states  that  she  recognizes  conflict,  but  that  her  spouse 
either  denies  discord  or  shows  no  desire  to  adjust  his  behavior?  Would  this 
category  include  patients  who  are  not  actually  showing  signs  of  friction, 
overt  anger,  or  hostility  with  their  partners,  but  who  are  merely  "unhappy" 
with  their  marriage?  What  behavioral  or  affectual  signs  are  needed  for  in¬ 
clusion  in  this  category?  "Dispute"  traditionally  implies  differences  be¬ 
tween  individuals,  as  is  implicit  in  the  definition  stated  here.  In  some  cases, 
however,  the  "intrapsychic"  framework  may  represent  the  problem  more  clearlv 
than  the  "interpersonal"  conceptual  model.  One  patient,  for  example,  stated 
that  she  was  dissatisfied  with  her  marriage.  The  psychiatrist  perceived  this 
problem  not  as  a  relationship  dispute  but  as  a  characterological  issue,  ac¬ 
cording  to  his  formulation,  she  had  a  "sadomasochistic  personal itv. 
the  patient  whose  dissatisfaction  with  marriage  appears  to  be  related  to 
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Intrapsychic  conflicts  be  included  in  the  category  of  "renegotiation," 
even  if  the  problem  is  not  primarily  interpersonal  in  origin?  We  decided 
to  classify  a  problem  as  a  dispute  if  it  resulted  in  a  communication  prob¬ 
lem  within  the  relationship — regardless  of  its  origins. 

(b)  Impasse 

Impasse  is  described  as  follows:  "If  the  negotiation  process  has  not 
reached  a  successful  resolution,  there  may  be  a  chronic  impasse  as  in  a 
longstanding  cold  'marriage'"  (Klerman  et  al .  ,  1977).-  "T.he  couple  may  recog¬ 
nize  that  a  problem  exists,  but  are  no  longer  willing  or  able  to  make  changes 
in  the  ways  of  interacting  which  might  improve  matters.  Communication  has 
broken  down,  and  a  smoldering  anger  characterizes  the  relationship"  (Rounsa- 
ville  et  al . ,  1978) .  At  what  point  does  renegotiation  become  impasse?  How 
long  can  the  period  of  renegotiation  last  before  it  is  termed  "unsuccessful"? 
What  period  of  time  is  considered  "chronic"?  Are  the  criteria  for  "impasse" 
primarily  time-related  or  issue-related?  For  example,  one  patient  stated 
that  she  was  involved  in  a  "cold"  marriage,  and  that  she  and  her  husband  led 
virtually  separate  lives;  however,  she  stated  that  she  had  been  married  less 
than  two  years,  and  that,  in  fact,  they  had  "never  communicated."  Should  her 
problem  be  rated  as  impasse  because  of  its  nature — i.e.,  the  coldness  and 
separateness  of  the  marriage — even  though  the  problem  had  lasted  less  than 
two  years  and  "renegotiation"  had  apparently  never  even  begun?  Alternately, 
another  woman  stated  that  she  and  her  husband  had  been  fighting  for  over  five 
years.  Is  the  problem  "impasse"  because  of  its  chronicity ,  or  is  it  rene¬ 
gotiation"  because  there  is  still  "heated"  and  overt  fighting  rather  than 
"cold"  withdrawal  or  "smoldering  anger"? 
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(c)  Dissolution 

At  dissolution,  the  relationship  is  either  recently  broken  off  or 
irretrievably  disrupted.  Communication  has  broken  down  and  positive  aspects 
of  the  relationship  are  minimal  and  overwhelmed  by  conflict"  (Rounsaville 
et  al . ,  1978)  .  How  long  a  time  period  is  considered  "recent"?  How  does  one 
judge  whether  the  disruption  is  "irretrievable,"  unless  one  bases  the  classi¬ 
fication  on  outcome?  When  the  patient's  verbal  reports  of  dissolution  and 
his  actions  are  dissonant,  should  "disruption"  be  based  on  behavior  or  in¬ 
tention?  Cases  where  the  patient  has  legally  separated  or  divorced  his 
spouse  are  clear-cut.  We  also  decided  that  cases  where  the  patient  has 
physically  moved  away  from  the  spouse  constituted  "dissolution,"  even  if  they 
have  not  "legally"  separated.  However,  classification  problems  arose  in  the 
following  cases:  The  patient  might  still  be  living  with  his  spouse  but  state 
that  the  relationship  had  terminated.  One  patient,  for  example,  was  depressed 
because  his  wife  had  decided  to  divorce  him;  nonetheless,  she  was  still  living 
with  him  and  had  not  yet  made  plans  to  leave.  Her  verbal  reports  and  her  be¬ 
havior  communicate  contradictory  messages.  Is  the  problem  one  of  renegotia¬ 
tion  or  dissolution?  Alternately,  the  patient  could  be  separated  from  his 
partner  but  still  be  communicating  with  him  or  her.  One  man  had  divorced  his 
wife  twice,  was  living  apart  from  her,  but  was  trying  to  decide  whether  to 
marry  her  for  a  third  time.  Again,  the  intention  (desire  to  renegotiate)  and 
the  behavior  (living  apart)  were  not  congruent.  One  woman  wanted  to  divorce 
her  husband ,  with  whom  she  could  no  longer  communicate  and  with  whom  she  had 
not  lived  for  four  years.  This  information  by  itself  would  lead  us  to  suspect 
"dissolution."  However,  the  reason  for  the  separation  was  not  marital  discord 
but  illness:  her  husband  had  been  in  the  hospital  for  four  years  with  multiple 
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sclerosis.  We  classified  the  problem  as  "impasse"  because  she  was  still  in 
close  contact  with  him.  Their  separation  was  initially  circumstantial 
rather  than  by  choice. 

The  issue  of  conceptual  model  (interpersonal  vs.  intrapsychic  vs. 
role)  figured  prominently  in  the  "dissolution"  cases  in  particular.  After 
dissolution,  the  patient  focused  on  his  feelings  about  his  ex— partner,  and 
on  his  feelings  of  grief  and  bereavement  over  the  loss.  In  the  cases  we 
observed,  it  appeared  that  the  patients  who  had  been  separated  or  divorced 
recently  focused  on  the  interpersonal  aspects  of  the  relationship,  for  ex¬ 
ample,  their  feelings  about  their  ex-spouse,  their  guilt  or  sadness  about 
leaving  (or  being  left  by)  their  partner,  their  fears  of  living  without  him 
or  her.  Patients  who  had  been  divorced  longer,  however,  expressed  their 
grief  in  "intrapsychic"  or  "role"  rather  than  "interpersonal"  terms.  Al¬ 
though  they  may  still  have  been  "grieving,"  they  were  more  concerned  with 
practical  problems  of  living,  such  as  learning  to  live  alone,  finding  (or 
functioning  in)  their  job,  increasing  their  social  contacts.  Other  sources 
have  noted  this  process.  The  Manual  for  Short-Term  Interpersonal  Psychotherapy 
for  Depression  (Klerman  et  al . ,  1977)  states:  "After  the  dissolution  or  dis¬ 
ruption  of  a  relationship,  depression  occurs  because  the  patient  feels  a  sense 
of  loss.  The  psychodynamics  at  this  stage  are  similar  td  grief  ..."  At 
what  point  in  this  grieving  process  is  the  patient  no  longer  considered  to 
have  a  "marital  dispute?"  For  example,  one  58-year-old  man  was  still  grieving 
even  after  ten  years.  He  attributed  his  depression  to  his  inability  to  work, 
but  he  attributed  his  inability  to  work,  in  turn,  to  his  grief  and  pain  over 
his  wife  divorcing  him  a  decade  previously.  He  spent  much  of  the  interview 
discussing  the  circumstances  and  sequelae  of  the  divorce,  and  apparently  had 
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not  yet  recovered."  The  area  of  disturbed  functioning  had  shifted  from  his 
marital  role  to  his  work  role,  but  the  depression  was  initially  precipitated 
by  marital  disputes  dissolution."  In  this  case,  we  classified  the  primary 
problem  as  "job"  rather  than  "marital  disputes."  The  case  illustrates  the 
need,  however,  to  make  a  distinction  between  active  and  underlying  presenting 
problems.  Some  cut-off  point  is  needed  to  separate  the  points  at  which  con¬ 
cerns  after  dissolution  cease  to  be  "disputes."  One  clinician  indicated  that 
he  considered  only  those  patients  who  had  separated  within  one  year  as 
"marital  disputes — dissolution."  Criteria  for  "recent"  separation  need  to 
be  clearly  articulated. 

(2)  Prominence  of  Dispute 

For  the  purpose  of  this  study,  as  in  those  of  Rounsaville  et  al . ,  (1977, 
1978),  patients  were  determined  to  have  marital  role  disputes  only  if  these 
were  a  "prominent  and  contributory  feature  of  the  current  clinical  picture." 
The  prominence  of  dispute  was  often  difficult  to  assess  from  the  narrative 
summaries.  Many  patients  presented  with  what  was  described  as  an  "overload 
phenomenon."  In  these  cases,  the  accumulation  of  many  stressful  events  over 
a  given  period,  rather  than  one  event  alone,  had  precipitated  (or  exacerbated) 
the  depressive  episode.  For  example,  problems  at  work,  marital  difficulties, 
and  problems  with  children  may  all  have  been  identified  as  presenting  prob¬ 
lems.  It  was  difficult  to  determine  the  importance  of  the  marital  disputes 
vis-a-vis  the  other  problems. 

In  judging  whether  the  marital  dispute  was  "contributory  to  the  clinical 
picture,"  we  asked  "contributory  to  what  aspects  of  the  clinical  picture?" 

We  judged  a  marital  dispute  to  be  contributory  if  it  fulfilled  any  one  of  the 
following  criteria:  (1)  the  dispute  precipitated  the  depressive  episode. 
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(2)  the  dispute  exacerbated  the  depression,  or  (3)  the  dispute  was  a  motive 
in  seeking  treatment  for  depression.  This  distinction  between  marital 
problems  which  contributed  to  depression  and  marital  problems  which  contributed 
to  seeking  of  treatment  for  depression  is  illustrated  by  the  case  of  the 
patient  who  sought  treatment  in  order  to  avoid  further  marital  disputes.  His 
chief  complaint  was  inability  to  function  in  his  job,  but  his  motive  to  seek 
treatment  arose  from  his  tenuous  marital  situation:  "He  states  that  his 
marriage  can't  tolerate  another  of  his  depressions  since  he  feels  his  marriage 
is  just  beginning  to  mend  from  the  last  difficulty  he  had  three  years  ago." 
Marital  disputes  had  not  precipitated  his  current  depression,  but  his  marital 
role  performance  did  contribute  to  his  decision  to  seek  treatment. 

(3)  Assessments  of  Patient  vs.  Clinician 
In  order  to  decide  whether  a  marital  dispute  is  prominent  and  contri¬ 
butory,  one  must  ask  "To  whom?" — the  patient,  the  clinician,  or  the  rater. 
Clearly,  all  three  are  involved  in  the  process.  It  may  be  difficult  for  a 
rater  to  determine  from  the  narrative  summaries  whether  the  marital  disputes 
described  reflect  the  primary  concern  of  the  patient  himself  or  the  formulation 
of  the  psychiatrist.  To  be  included  in  the  "marital  dispute  group — as  assessed 
by  patient,"  the  patient  had  to  indicate  explicitly  that  he  considered  mari¬ 
tal  problems  to  be  his  primary  problem.  Patients  included  in  the  "marital 
dispute  group — as  assessed  by  clinicians"  were  judged  to  have  "prominent  and 
contributory"  disputes,  regardless  of  whether  the  patient  was  conscious  of 
them.  Frequently,  it  was  apparent  that  marital  disputes  were  the  primary 
problem  in  the  estimation  of  both  patient  and  therapist.  In  other  cases,  the 
clinician  would  specifically  state  that  the  patient's  depression  was  reactive 
to  marital  difficulties,  despite  the  patient's  denial  or  insistence  that  his 
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problems  were  somatic  (rather  than  "psychological").  Often,  however,  it 
was  unclear  whether  the  patient  himself  focused  on  marital  disputes  or 
whether  the  emphasis  reflected  the  therapist's  clinical  formulation  of  the 
patient's  problem. 

As  indicated,  patients  frequently  present  with  one  problem  at  a 
conscious  level,  and  another  problem  (which  the  therapist  recognizes)  at 
a  pre-conscious  or  unconscious  level.  Analogously  the  patient  may  present 
with  both  an  immediate  and  an  underlying  problem.  For  example,  he  may  ini¬ 
tially  state  that  he  is  depressed  because  of  difficulties  with  his  new  job, 
but  in  the  course  of  the  interview,  may  indicate  that  his  underlying  concern 
is  his  relationship  with  his  wife.  Similarly,  a  patient  may  initially  state 
that  her  immediate  concern  is  her  unstable  relationship  with  her  lover,  but, 
over  the  course  of  the  interview,  may  indicate  that  her  major,  underlying 
concern  is  her  divorce  which  is  being  finalized  that  week.  The  elicitation 
of  underlying  problems  depends  not  only  on  the  patient's  receptiveness  but 
on  the  clinician's  clarification  techniques.  In  deciding  whether  marital 
disputes  exist,  then,  we  have  to  specify  "at  what  level  of  consciousness?" 
and  "in  whose  estimation?" 

The  clinician's  own  bias,  training,  and  skill  plays  a  role  in  the  assess 
ment  of  disputes.  For  example,  a  21-year-old  woman  sought  treatment  at  the 
Depression  Research  Unit  with  the  chief  complaint,  "I  had  to  leave  New  York 
and  I  don't  like  my  father."  The  research  assistant  stated  that  "R.  S.'s  de¬ 
pression  appears  to  have  been  precipitated  by  her  leaving  her  boyfriend  who 
lives  in  New  York  City.  She  has  become  increasingly  upset  the  last  month 
since  she  has  been  home  .  .  .  (living  with  her  parents,  whom  she  doesn't  like) 
Nonetheless,  "R.  S.  describes  her  relationship  with  her  boyfriend  as  secure." 


. 


149 


The  psychiatrist  sjiw  the  problem  differently:  "R.  S.  has  suffered  her 
depression  since  her  boyfriend  in  N.Y.C.  separated  from  her.  She  became 
increasingly  upset  over  the  prior  month  because  the  boyfriend  has  not  called 
back."  In  the  research  assistant’s  summary,  the  patient  is  seen  as  the 
active  agent,  who  left  her  boyfriend  because  of  circumstances  beyond  their 
control  (his  illness) .  The  patient  was  not  considered  to  have  a  marital 
dispute;  as  a  matter  of  fact,  the  research  assistant  stated  that  the  patient 
denied  discord.  In  the  clinician's  summary,  the  patient  is  seen  as  the 
passive  partner  who  was  "left"  by  her  boyfriend  because  of  discord  within  the 
relationship.  This  difference  in  perception  may  be  attributable  to  sex  bias 
(the  research  assistant  is  female;  the  clinician  is  male) .  Alternatively, 
the  patient  may  have  presented  different  information  to  the  two  interviewers. 
In  any  case,  the  clinicians  themselves  may  be  a  source  of  variance  in  the 
assessment  of  marital  disputes. 

c .  Concordance  between  Interviews  and  Self-Reports 

It  could  be  argued,  then,  that  the  rates  of  marital  disputes  in  men  and 
women  do  not  reflect  the  "real"  incidence  because  of  the  limitation  of  the 
data  source.  The  use  of  records  as  the  source  of  information  did  present  some 
drawbacks:  The  records  were  not  written  with  the  specific  goal  of  studying 

marital  disputes.  In  addition,  the  criteria  for  identifying  and  staging  mari¬ 
tal  disputes  were  not  specific.  To  a  large  degree,  the  assessments  reflected 
the  rater's  "clinical  judgment"  rather  than  the  application  of  operationally- 
defined  criteria. 

Despite  these  potential  drawbacks,  our  findings  indicate  that  the 
assessments  of  marital  dispute  based  on  the  clinical  summaries  are  highly 
concordant  with  the  patients'  own  assessments  of  marital  role  impairment  by 
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self  report.  The  patients  judged  to  have  marital  disputes  (on  the  basis  of 
reports  of  clinical  interviews)  scored  significantly  higher  on  the  self- 
report  scale  measuring  marital  role  impairment  (p  <.001).  Only  married 
patients  completed  the  self-report  scale,  but  we  could  hypothesize  that 
the  concordance  between  clinical  assessments  and  patients’  self-reports 
would  be  high  among  the  single  and  formerly-married  patients,  as  well.  Our 
findings  suggest  that  our  assessments  are  "accurate"  reflections  of  the 
patients’  own  perceptions  of  marital  disputes  or  impairment. 

The  sex  difference  among  the  patients  with  marital  disputes  raises  an 
interesting  problem.  As  expected,  the  women  judged  to  have  marital  dis¬ 
putes  score  significantly  higher  on  self-reports  of  marital  role  impairment 
than  the  women  judged  to  have  no  prominent  marital  dispute.  The  men  with 
marital  disputes  also  score  higher  than  the  men  without  such  disputes;  how¬ 
ever,  this  difference  is  not  statistically  significant.  It  is  unclear  why 
the  difference  between  the  two  male  groups  is  not  also  significant.  The 
explanation  may  relate  to  the  "protective"  effect  of  marriage  for  men; 
married  men  may  be  less  affected  by  disputes  within  the  relationship  than 
are  married  women. 

2 .  Artifactual  Difference 

Our  findings  have  demonstrated  that  marital  disputes  characterize  a 
greater  proportion  of  women  than  men  seeking  treatment  for  depression.  One 
possibility  is  that  this  finding  is  an  artifact.  Women  who  are  depressed 
may  perceive,  acknowledge  or  report  marital  disputes  differently  than  de¬ 
pressed  men.  Marital  disputes  may  be  recognized  more  readily  in  women  than 
in  men  because  of  the  clinician's  own  bias  or  orientation.  In  other  words, 
response  set  and  labeling  processes  may  serve  to  overestimate  the  number  of 
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marital  disputes  among  the  depressed  women.  Alternatively,  the  finding  may 
reflect  treatment-seeking  or  the  referral  patterns  within  the  study. 

a .  Sex  Differences  in  Perception  of  Marital  Stress 

We  have  demonstrated  that  marital  disputes  are  more  characteristic  of 
depressed  women  than  depressed  men.  The  possibility  has  been  raised  that 
this  finding  reflects  sex  differences  in  the  perception  of  stressfulness 
of  various  marital  events.  Recent  research  on  the  relative  importance  of 
"life  events,"  does  not  support  this  explanation.  Holmes  and  Rahe  (1967) 
asked  394  normal  subjects  to  rate  the  relative  impact  of  various  life  events 
(including  marital  events  such  as  separation,  divorce,  increase  in  argu¬ 
ments,  reconciliation,  or  marriage)  in  terms  of  the  social  adjustment  neces¬ 
sary  to  accomodate  to  the  event.  Paykel  and  his  associates  (1971)  asked 
213  psychiatric  patients  and  160  of  their  relatives  to  judge  the  degree  to 
which  life  events  (including  marital  items)  were  upsetting.  In  both  studies, 
the  males  and  females  showed  high  levels  of  agreement  on  their  overall  rank¬ 
ing  of  life  events.  The  evidence  available  does  not  suggest  that  women  per¬ 
ceive  marital  events  as  more  stressful  than  do  men. 

b .  Acknowledgement,  Reporting,  and  Rating  of  Marital  Disputes 

Women  may  be  more  likely  to  recognize  marital  disputes  than  men,  and 

more  likely  to  attribute  their  depression  to  these  problems.  Different  pat¬ 
terns  of  early  socialization  may  lead  women  to  conceptualize  their  problems 
in  terms  of  relationships  (or  expressive  role) ,  whereas  men  may  conceive 
their  depression  in  terms  of  work  (or  instrumental  role) . 

Alternatively,  women  may  be  more  likely  to  acknowledge  or  admit  the 
presence  of  marital  disputes  to  the  therapist  or  others.  The  marital  problems 
of  depressed  men  may  be  comparable  to  those  of  the  women;  however,  the  men 
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may  view  marital  problems  as  less  socially  acceptable  and  feel  less  free  to 
acknowledge  difficulties  within  the  relationship.  Clancy  and  Gove  (1974) 
examined  the  possible  role  of  social  disapproval  in  affecting  the  reporting 
of  psychological  and  psychophysiological  symptoms,  and  found  no  sex  differ¬ 
ence.  It  is  not  known  whether  the  same  finding  is  applicable  to  the  report¬ 
ing  of  marital  impairment. 

The  differences  in  prevalence  of  marital  disputes  between  depressed 
men  and  women  may  reflect  the  bias  or  orientation  of  the  clinician  or  rater. 
Sex  bias  and  sex  role  stereotyping  has  been  reported  in  clinical  evaluation 
and  treatment  (Broverman,  1970;  Zeldow,  1978).  The  psychiatrists  may  have 
shown  a  greater  tendency  to  recognize  marital  disputes  in  women,  or  to  view 
such  disputes  as  contributory  to  the  clinical  picture. 

The  effect  of  potential  differences  in  response  set  and  labeling  pro¬ 
cesses  (by  patient  and  physician)  was  not  determined  in  the  present  study. 

c .  Referral  Patterns  and  Treatment-Seeking 

This  difference  may  reflect  referral  patterns  within  our  sample.  The 
women  were  younger  than  the  men,  and  of  a  slightly  lower  social  class.  The 
women  were  all  neurotic  depressives,  whereas  13%  of  the  men  were  not.  De¬ 
pressed  men  with  marital  problems  may  be  underrepresented  in  our  study,  either 
because  such  men  do  not  seek  treatment  or  are  referred  to  other  treatment 
centers  (e.g.,  to  individual  or  couples  therapy).  The  study  of  sex  differ¬ 
ences  in  the  marital  relationships  of  depressed  and  normal  individuals  within 
the  community  would  provide  further  information  about  this  question. 

3 .  Psychosocial  Explanations 

It  has  been  demonstrated  that  depressed  women  present  with  significantly 
more  marital  disputes  than  depressed  men  (p  =  .05).  Moreover,  the  difference 
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between  the  reports  of  interpersonal  disputes  by  men  and  women  was  signifi¬ 
cant  for  the  married  group  only.  We  would  hypothesize  that  this  finding 
reflects  real  differences  in  social  conditions  and  role  for  married  men 
and  women. 

a.  Social  Disadvantages  of  Marriage  for  Women 

Women  may  be  more  vulnerable  to  the  depressing  effects  of  an  impaired 
marriage  than  are  men.  For  both  sexes,  self-esteem  is  largely  dependent 
on  the  ability  to  perform  successfully  within  social  roles.  For  women, 
functioning  in  the  marital  role  remains  the  primary  or  sole  criterion  for 
social  and  self-definition.  In  contrast,  most  men  occupy  positions — as  both 
family  member  and  worker — and  therefore  have  two  sources  of  gratification. 
When  the  rewarding  aspects  of  marriage  are  outweighed  by  its  stresses — i.e., 
when  communication  breaks  down,  intimacy  is  lost,  arguments  ensue  and  sexual 
relations  cease  to  be  satisfying — married  women  are  at  a  particular  disad¬ 
vantage.  In  most  cases  they  have  no  "buffer,"  no  source  of  support  or  ful¬ 
fillment  apart  from  their  marriage.  The  disadvantages  of  the  married  state 
for  women  have  been  attributed  to  other  factors  as  well:  the  low  social 
status  of  married  women;  the  potential  frustration,  boredom,  and  low  pres¬ 
tige  of  housekeeping;  and  the  isolation  and  unstructured  role  of  housewife 
(Weissman  and  Paykel,  1977;  Gove,  1972). 

b .  Mental  Health  in  Married  Women 

Many  psychologists,  sociologists  and  epidemiologists  have  come  to  a 
similar  conclusion:  being  married  has  a  protective  effect  for  men  but  a 
detrimental  effect  for  women  (Gove,  1972,  1973).  They  base  their  conclusions 
on  studies  which  compare  married  and  unmarried  men  and  women  on  their  rates 
of  mental  illness  (Gove,  1972,  1973),  depressive  symptoms  (Knupfer  et  al . , 
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1966,  Radloff,  1975;  Bachrach,  1975),  psychological  distress  (Bachrach, 
1975),  phobic  tendencies  (Knupfer  et  al . ,  1966)  and  suicide  (Durkheim, 
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1951;  Gove,  1972).  Gove's  findings  illustrate  this  point:  unmarried  women 
were  found  to  have  lower  rates  of  mental  illness  than  unmarried  men,  but 
married  women  had  higher  rates  than  married  men  (Gove,  1972,  1973).  As 
one  sociologist  states:  "The  psychological  costs  of  marriage  seem  to  be 
considerably  greater  for  wives  than  for  husbands  and  the  benefits  consid¬ 
erably  fewer"  (Bernard,  1972,  pp.  30).  These  data  have  been  cited  as  evi¬ 
dence  that  conflicts  generated  by  the  traditional  stereotyped  female  role 
contribute  to  depression.  Essentially,  this  is  the  argument  embodied  in  the 
"social  status  hypothesis,"  which  proposes  that  the  social  disadvantages 
of  women  (particularly  married  women)  lead  to  helplessness,  dependency,  low 
esteem,  and  ultimately,  clinical  depression. 

c .  Influence  of  Premorbid  Marital  Adjustment 

The  data  do  not  show  that  married  women  consistently  present  with 
marital  disputes  during  their  depressive  episodes.  Their  likelihood  of 
presenting  with  marital  disputes  during  the  depressed  state  is  related  to 
the  quality  of  their  premorbid  marital  adjustment.  This  finding  was  demon¬ 
strated  in  our  study  as  well  as  in  others  (Bullock  et  al . ,  1972).  In  the 
present  study,  we  showed  that  depressed  women  whose  relationships  were 
adaptive  in  the  premorbid  period  continue  to  show  good  marital  relation¬ 
ships;  depressed  women  whose  relationships  were  unsupportive  in  the  premorbid 
stage  indicate  that  they  have  poor  communication  and  prominent  disputes 
with  their  spouse.  They  see  these  disputes  as  contributory  to  their  current 
depressive  episode.  The  differential  "protective"  effect  of  marriage  for  men 
and  women  becomes  apparent  when  the  men  and  women  with  "moderately  adaptive' 
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premorbid  relationships  are  compared.  The  men  in  this  group  indicate  that 
their  marital  relationship  continues  to  be  satisfactory.  The  women,  how¬ 
ever,  indicate  that  their  marital  relationships  are  marked  by  disputes,  and 
that  these  disputes  have  contributed  to  their  depression.  When  the  grati- 
fying  aspects  of  marriage  are  overwhelmed  by  the  stresses,  women  are  more 
vulnerable  to  the  potentially  "detrimental"  effect  of  their  marital  status. 

d .  Marital  Discord  in  Depressed  Women 

The  association  of  poor  interpersonal  relations  within  the  marriage 
and  clinical  depression  has  been  noted  in  previous  studies  of  depressed  women 
during  psychiatric  treatment.  Paykel  and  his  associates  (1969)  found  that 
marital  discord  was  the  most  common  event  in  the  previous  six  months  reported 
by  depressed  patients  compared  to  normals.  Depressed  women  have  been  shown 
to  have  more  friction,  intimacy  problems,  and  communication  difficulties  in 
their  marriages  than  normals  (Weissman  and  Paykel,  1974).  Furthermore,  the 
disturbed  marital  functioning  was  often  enduring  and  did  not  completely  sub¬ 
side  with  symptomatic  remission  of  the  acute  depression.  The  frequent  re¬ 
porting  of  marital  impairment  in  the  depressives  does  not  necessarily  indi¬ 
cate  a  causal  relationship  with  the  depression.  The  possibility  has  been 
pointed  out  that  marital  friction  may  be  the  consequence  rather  than  the  pre¬ 
cipitant  of  the  depression.  Paykel  (1969)  and  Ilfeld  (1977)  conclude,  how¬ 
ever,  that  the  most  plausible  explanation  is  that  marital  problems  do  have 
a  causative  relationship  to  the  depression.  If  this  hypothesis  is  correct, 
then  we  may  interpret  our  findings  as  follows:  Marital  disputes  play  a  more 
substantial  role  in  the  genesis  and  perpetuation  of  depression  among  women 


than  among  men . 
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C.  Stages  of  Marital  Disputes  in  Men  and  Women 

Our  findings  have  demonstrated  that,  in  the  total  sample,  persistent 
marital  role  problems  are  more  frequently  associated  with  depression  than  are 
the  non— normative  events  of  separation  or  divorce.  This  finding  concurs 
with  the  observations  of  Pearlin  and  Lieberman  (1977).  However,  males  and 
females  show  different  patterns.  Women  with  marital  disputes  seek  treat¬ 
ment  during  the  renegotiation  or  impasse  stages,  whereas  men  tend  to  seek 
treatment  during  the  dissolution  period.  Several  possibilities  may  explain 
this  finding. 

1 .  Identification  of  Stages 

As  indicated  previously,  this  may  be  an  artifactual  difference  due 
to  methodology;  e.g.,  information  source  of  rating.  The  figures  for  number 
of  patients  who  present  with  marital  disputes  during  a  particular  stage  may 
be  deceptively  low,  either  because  the  patient  does  not  recognize  or  em¬ 
phasize  the  problem,  or  because  the  clinician  does  not  have  enough  information 
to  assess  the  problem.  We  suspect  for  example,  that  more  patients  present 
disputes  during  impasse  than  the  data  indicate.  In  impasse,  the  patient  has 
lived  with  the  "cold"  but  stable  relationship  for  some  time,  and  presumably, 
has  adjusted  to  it.  He  or  she  usually  seeks  treatment  for  some  other  prob¬ 
lem  of  more  immediate  or  primary  concern,  and  it  is  only  later  in  the  course 
of  evaluation  that  the  chronic  marital  problems  surface.  For  this  reason, 
the  dispute  may  be  overlooked  at  the  initial  interview. 

2 .  Motives  in  Seeking  Treatment 

The  different  stages  of  marital  conflict  seen  in  depressed  men  and  women 
may  indicate  that  men  and  women  have  different  motives  in  seeking  therapy. 

All  were  treated  for  symptomatic  relief  of  depression,  but  at  different  stages. 
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The  women  sought  assistance  from  the  therapist  while  they  were  still  making 
decisions  about  the  relationship;  the  men  sought  treatment  after  the  de¬ 
cision  had  been  made.  The  goals,  issues  and  psychodynamics  within  each 
stage  are  different,  as  outlined  in  the  Manual  for  Short  Term  Interpersonal 
Psychotherapy  of  Depression  (Klerman  et  al . ,  unpublished) .  During  renego¬ 
tiation,  the  psychotherapist  uses  the  techniques  of  clarification  and  deci- 
ion  analysis  to  clarify  the  issues  involved,  to  assist  the  patient  in  under¬ 
standing  the  relationship  between  his  present  and  past  behavior,  and  to 
guide  the  patient  through  the  stages  of  negotiation.  After  dissolution, 
the  goal  of  the  psychotherapist  is  to  help  the  patient  see  the  situation 
in  perspective  and  gain  mastery  of  feelings  and  emotions.  The  psychodynamics 
of  this  stage  are  similar  to  those  of  grief.  If  we  assume  that  the  time  at 
which  patients  choose  to  seek  treatment  reflects  their  needs  or  motives,  we 
may  speculate  that  women  seek  treatment  during  renegotiation  because  they 
want  assistance  in  the  decision-making  process.  The  men  seek  treatment  after 
the  decision  regarding  the  marriage  has  been  made;  they  ask  assistance  in  ad¬ 
justing  to  their  new  status.  The  case  for  this  explanation  would  be  stronger 
if  the  patients  were  seeking  psychotherapy.  In  the  present  study,  however, 
the  patients  were  told  that  the  goal  was  to  investigate  the  effects  of  medi¬ 
cation  in  the  treatment  of  depression.  Although  many  patients  expressed  an 
interest  in  psychotherapy,  and  psychiatrists  did  provide  supportive  psycho¬ 
therapy  in  all  cases,  we  cannot  assume  that  patients  sought  help  for  their 
social  adjustment,  specifically. 

3 .  Psychosocial  Explanations 

Women  seek  treatment  for  depression  while  they  are  still  involved  in  a 
relationship  dispute;  men  tend  to  wait  until  the  relationship  has  terminated 
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before  coming  for  treatment.  This  trend  approaches  significance  at  p  =  .07. 

As  discussed  previously  (see  "Discussion — Presence  of  Marital  Dis¬ 
putes  in  Men  and  Women"),  this  finding  is  consistent  with  the  statement 
that  marriage  exerts  a  more  protective  influence  on  men  than  on  women.  Men 
whose  relationships  have  terminated  lose  the  psychological  and  social  advan¬ 
tages  that  their  involved  status  had  conferred  upon  them.  Without  this 
protection,  men  show  an  increased  likelihood  of  becoming  depressed.  If  we 
assume  that  the  disputes  are  the  causative  agents  of  the  depression,  then 
we  may  state  the  findings  as  follows:  Men  who  have  recently  terminated  an 
intimate  relationship  have  a  slightly  higher  risk  of  becoming  depressed  than 
those  involved  in  a  relationship,  even  if  the  relationship  is  poor.  In  con¬ 
trast,  women  who  are  involved  in  a  relationship  marked  by  friction,  hostility, 
poor  communication,  or  withdrawal  have  a  greater  vulnerability  to  depression 
than  those  who  have  recently  terminated  a  relationship. 

D.  Implications 

These  findings  indicate  an  important  relationship  between  marital  dis¬ 
putes  and  depression  for  both  men  and  women.  We  found  that  disputes  with  an 
intimate  partner  characterized  over  one-half  of  the  depressed  men  and  women 
seeking  treatment.  Marital  disputes  were  especially  prominent  among  the 
married  women.  This  finding  was  attributed  primarily  to  the  female  vulner¬ 
ability  in  the  traditional  role.  Longitudinal  studies  of  rates  of  depression 
and  marital  dysfunction  of  women  who  do  not  assume  traditional  roles  would 
help  to  assess  the  influence  of  social  role  on  marital  adjustment  and  depres¬ 
sion.  Recent  research  has  focused  on  the  marital  adjustment  of  depressed 
and  normal  women  within  the  community.  Similar  studies  of  men  could  be  con¬ 
ducted  within  the  community,  and  sex  differences  between  the  groups  investi¬ 
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The  findings  have  several  implications  in  terms  of  treatment.  They 
imply  that  intimate  interpersonal  relationships  are  important  issues  which 
should  be  addressed  in  treating  depression  in  both  men  and  women.  The 
prevalence  of  persistent  role  problems  underscores  the  importance  of  early 
intervention;  i.e.,  while  the  relationship  is  still  intact.  Men  and  women 
appear  to  have  different  "risk"  periods.  Women  appear  to  be  more  vulnerable 
during  "renegotiation,"  i.e.,  when  they  are  experiencing  friction,  poor 
communication,  or  hostility  within  the  relationship.  Men  are  relatively 
more  vulnerable  after  "dissolution;"  i.e.,  soon  after  they  have  terminated 
an  intimate  relationship.  Psychotherapeutic  strategies  could  be  developed 
to  best  serve  the  needs  of  the  depressed  men  and  women  at  each  stage. 


VII.  SUMMARY  AND  CONCLUSIONS 


One  hundred  eight  depressed  outpatients  matched  by  sex  and  time  of 
admission  to  treatment  were  retrospectively  assessed  via  clinical  records 
on  marital  dispute  status  and  stage,  in  accordance  with  guidelines  out¬ 
lined  by  Klerman  et  al .  (1977).  The  patients  were  predominantly  white. 

Catholic,  married,  lower-middle  class  men  and  women  in  their  mid-thirties, 
who  were  diagnosed  as  "neurotic  depressives . "  The  findings  corroborated 
the  hypotheses: 

(1)  Disputes  within  the  marital  role  constituted  the  primary  problem 
most  frequently  presented  by  the  depressed  patients.  Marital  disputes 
were  viewed  as  contributory  to  the  depressive  episode  in  56%  of  the  cases. 

(2)  Women  presented  marital  disputes  more  frequently  than  men:  65% 
of  the  females  presented  interpersonal  disputes  vs.  46%  of  the  males 

(p  =  .05).  This  trend  was  particularly  prominent  among  the  married  group: 

67%  of  the  married  females  presented  marital  disputes  vs.  38%  of  the  males 
(p  <.05). 

(3)  In  cases  where  the  depressive  episode  was  associated  with  con¬ 
tributory  marital  disputes,  the  disputes  were  more  often  related  to  poor 
functioning  within  the  relationship  (62%)  than  to  the  disruption  of  the 
relationship  (38%).  In  terms  of  "stages,"  more  marital  disputes  were  pre¬ 
sented  during  the  renegotiation  or  impasse  stages  than  during  the  dissolution 
stage . 

(4)  Women  were  considerably  more  likely  to  present  persistent  mari¬ 
tal  disputes  while  the  relationship  was  intact,  i.e.,  during  renegotiation 
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or  impasse  (71%),  than  after  its  dissolution  (29%).  Men  were  slightly  more 
likely  to  seek  treatment  for  problems  associated  with  the  disruption  of  the 
relationship  (52%)  than  for  problems  within  the  relationship  (48%) .  The 
sex  difference  approached  significance  at  p  =  .07. 

The  findings  suggest  that  interpersonal  disputes  have  an  important 
role  in  depression,  especially  for  married  women.  Furthermore,  it  appears 
that  men  and  women  may  have  different  "risk  periods"  for  depression:  men — 
after  the  disruption  of  the  relationship;  women — while  it  is  intact.  The 
need  for  developing  psychotherapeutic  strategies  for  each  of  these  stages 
of  interpersonal  dispute  is  underscored. 
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Patient  Persona]  Data  Inventory  -  Part  I 


Month 

■IRTH  DATE  £ 

(161(17) 


D*»  Vllf 

mm 


(1»)09)  C?0)(2 1) 


AGE  □□ 

C22JC23) 


fEX  1  Male  2  Female  | _ 

C?4) 


RACE  Q](25) 

1.  White 

2  Negro 

3  Other  (specify) 


WEIGHT  (Km):  Q 

P6K27IC28) 

HEIGHT  lint.)  |  | 

C»)(30) 


POPULATION  TYPE  Q 

1  Office  (3i) 

2.  Clinic  Outpatient 
3  Institutionalized 


BLOOO  PRESSURE  IrnmH* 

Systolic  |  |  |  ~]  Diastolic 

02X33)04)  (35)(3fc)(37) 


MARITAL  STATUS 

1.  Single  2.  Married  3  Separated  4  Divorced  & 
( I ncl  divorced)  Remarried 


5.  Widowed  & 
Remarried 


6  Widowed  7.  Living  in  permanent  relationship  r~| 

but  not  legally  married  1 _ J  (3*) 


CAME  FOR  TREATMENT  ON  |  |  (39) 

1.  Oam  Initiative 

2.  Other's  Persuasion 


What  «  pat*en  ft  reJigion? 

Check  one  (V )  according  to  current  religion,  or  if  no  affiliation 
currently,  religion  of  upbringing 


Catholic 

1 

Protestant 

2 

Jewish 

3 

Other 

4 

No  affiliation 

5 

HOME  ENVIRONMENT:  P*t»nt  lr»«  |  |  HI) 

1  Alone 

2.  In  own  home  wtth  spouse  and/or  children 

3.  In  home  of  parents  or  children 

4  In  home  of  siblings  or  other  non-lineal  relatives 
5.  Foster  home 

6  In  shared  home  with  non-relative 


How  many  timas  have  you  moved  in  the  last  five  years? 

Code  actual  number  If  none,  code  0.  if  more  than  8,  code  8 


□  *2> 


How  long  have  you  lived  at  your  praaarrt  add  raw 7 

1  «  Less  than  one  month 

2*1—6  months 

3  •  7—12  months 

4*1—2  years 

5  *  Over  2  years 


□ 


*3) 


Who  «  the  heed  of  the  pedant's  household?  f  1 
iprsnaspai  wage  earner)  I — I 

Self  1  Grandparent  4 

Spouse  2  Relative  5 

Parent  3  Other  6 


Wfoet  is  occupation  of  head  of  household? 
(See  Hohingaheed  Manuel) 

(a)  Specify _ 


(b)  Hollingshead  occupation  inde> 

(Research  Assiatant  to  complete  from  Manual)  Check  (/)  one 

Higher  executive,  proprietor  of  large  concern,  meior  p^ofessiona* 1 

1 

Business  manager  of  large  concern,  proprietor  o*  medi  jm-sized 
business  lesser  professional 

2 

Administrative  personnel  owner  of  small  independent  business 
minor  professional,  farmer 

3 

Clerical  or  sales  worker,  technician,  owner  of  a  small  business, 
farmer 

4 

Skilled  manual  employee,  farmer 

5 

Machine  operator,  semi-skilled  employee,  farmer 

6 

Unskilled  employee  farmer 

7 

HS) 

What  m  education  of  heed  of  houeehoid?  Check  on*  (  J  ) 

Completed  graduate  professional  training 

1 

Standard  college  university  graduate 

2 

Partial  college  training 

3 

High  School  graduate 

4 

Partial  high  school  ( 1 0-  1 1  th  grade) 

5 

Junior  high  school  17— 9th  grade) 

6 

Under  7  years  of  schooling 

7 

♦46) 


. 
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SOCIAL  HISTORY  DATA  (Pg.  2  of  3) 
Patient  Personal  Data  Inventory  -  Part  I 


To  which  class  docs  patient  belong  on  Hollingsheed  2  Fector  lode* 
Check  one  (  /  )  (Research  Assistant  to  complete  from  Manual) 


1 

1 

II 

2 

III 

3 

IV 

4 

V 

5 

OCCUPATIONAL  HISTORY 
Occupational  level  of  the  patient  at  pre 
working  Check  one  (/) 

Specify - 


ent.  or  in  last  job,  if  not 


If  patient  was  in  paid  employment  just  prior  to  this  •dmimssion. 
how  much  of  working  week  did  this  include7  Check  one  (  J  ) 
(Cross  out  if  not  working) 


(48) 


Full  time 

1 

Over  half  time  h^t  not  full  time 

? 

Half  time 

3 

Under  half  time 

4 

How  would  you  characterize  the  patient's  total  employment  history 
during  adult  working  life7  (Take  mio  account  ability  to  work  regularly 
and  not  change  jobs  more  frequently  than  is  customary  in  the  occupa 
tion,  upward  movement  of  occupation  level,  infrequency  of  changes 
in  type  of  oc<  upatior  .  or  of  being  fired  or  conflicts  ai  work  ) 

Check  (/lone  (Cross  out  it  insufficient  work  ing  time  to  make 
rating  appropriate) 


Good 

Stable,  successful  occupational  history 

1 

Fair 

Adequate  with  minor  deliciencies 

2 

Unsai  isfae  lory 

Definite  deficiencies  m  some  of  above  area? 

3 

Poor 

Considerable  deficiencies 

4 

Very  Poor 

Major  deficiencies  over  much,  of  life  history 

5 

Higher  executive,  proprietor  ot  large  concern,  major  professiona1 

1 

Business  manage'  of  large  concern,  proprietor  ol  medium  sized 
business  lesser  professiona'. 

2 

Administrate e  personnel  owner  of  small  independent  business, 
minor  professiona1 .  farmer 

3 

Clerical  or  sales  worker,  technician,  owner  of  a  little  business, 
farmer 

4 

Skilled  mar  ua1  employee,  farmer 

b 

Machine  opera?  semi  ed  employee,  farmer 

6 

Unskilled  employee,  farmer 

7 

D  N.A  ,  i  e  patienr  never  worked  in  paid  employment  or  not  so 
do;ng  now. 

8 

L#v#l  of  education  obumtd  Chock  on*  (/) 

Completed  graduate  professional  training 

1 

Standard  college  university  gradual# 

2 

Pariial  college'  training 

3 

High  School  graduate 

4 

(61) 

Partial  high  school  (10-  11th  grade-) 

5 

Junior  high  school  (7- 9th  grade) 

6 

Under  7  years  of  schooling 

7 

What  is  Tha  country  of  birth  of  th#  following  persons7 
(Choot#  from  th#  following  national  groups 

1  =  Western  Europe  (Germany. 

Mother 

(62) 

Austria,  Scandinavia  Frar*rp) 

Mother's  father 

(53) 

2  =  America 

Mother's  mother 

(64) 

4  c  Italy 

5  =  Eastern  Europe  (Hungary 

Czechoslovak  ia.  Russia. 

Father 

(65) 

Father's  father 

(66; 

Father's  mothe' 

(57) 

Poland.  Lithuania' 

6  =  England,  Scotland  Wales 

Spouse 

(68) 

Father  in-law 

(5fj 

8  -  Caribbean  or  other  Islands 

Mother  in  law 

(60) 

9  =  Greece 

Patter,! 

(61) 

CHILDHOOD  HISTORY 

Did  any  of  the  following  occur  to  patient  under  th#  age  of  157  Include 
limited  contact  #.g  after  divorce,  under  permanent  aeparation 

Check  (/)  one  for  Each  Line 


Death  of  father 


Death  cf  mot  tier 


Permanent  separation  from  father 


Permanent  separat’on  from  mofhe 


Death  of  other  figure  regarded 
by  patient  as  significant 


Occurred 


Did  not  Occur 


(62) 

(63) 

*>4) 

(66) 

(66) 


D»d  patient  experience  any  of  the  following  up  to  15th  birthday7 
Check  (/  one 


No 

Doubtful 

Y#t 

Not  Known 

Sleepwalk  mg 

1 

2 

3 

4 

Stammering 

1 

2 

3 

4 

Enuresis  after  5th  birthday 

1 

2 

3 

4 

Definite  schoo'  difficulties  e  g 
school  phobia  recurrent  truancy 
repeated  difficulties  with  school 
authorities  or  academic  failure 

1 

2 

3 

4 

Court  appearance  for  dehquenev 

1 

2 

3 

4 

(67) 

(68) 
(69) 


(70) 

(71) 
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SOCIAL  HISTORY  DATA  (Pg.  3  of  3) 
Patient  Personal  Data  Inventory  -  Part  I 


MARITAL  AND  SEXUAL  HISTORY  1  \g2) 

How  many  previous  marriages  have  ended  in  divorce,  permanent 
separation,  desertion. 

0.  Never  married 

1.  None  &  currently  married 

2.  1  &  currently  married 

3.  2  &  currently  married 

4.  Greater  than  2  &  currently  married 

5.  None  &  not  currently  married 

6.  1  &  not  currently  married 

7.  2  &  not  currently  married 

8.  Greater  than  2  &  not  currently  married 


General  relationship  between  present  spouse  or  partner  other  than 
during  patient's  periods  of  illness.  Check  (/)  one: 


Adapt  well  to  each  other's  needs;  generally  supportive  of  one 
another 

1 

Adapt  moderatelv  well  to  each  other's  needs,  with  some  periods 
of  distance  and  lack  of  support 

2 

Adapt  poorly  to  each  other,  nonsupportive  of  each  other  most 
of  the  time,  apparently  staying  together  chiefly  to  maintain 
home  for  children,  for  financial  or  other  reasons 

3 

Have  had  numerous  separations  and/or  frequently  contemplated 
divorce 

(73) 


Number  of  patient's  children.  (Include  all  natural  children, 
children  born  out  of  wedlock,  together  with  current  adopted,  I  I  I 
foster,  and  stepchildren.)  I — I — I 

(74)(75) 


□  (76) 


Number  of  children  under  16  living  at  home. 
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SOCIAL  HISTORY  DATA  (Pg.  1  of  2) 
Patient  Personal  Data  Inventory  -  Part  II 


PATIENT'S  ATTITUDE 

1.  Cooperative  2  Indifferent 
3.  Uncooperative  or  denies  need  for  treatment 

WEEKS  SINCE  ONSET  OF  CURRENT  EPISODE  Qi  I 

(If  more  than  one  year  enter  "53")  (17) (18) 

IN  LAST  TWO  WEEKS  CONDITION  HAS  I  1»9> 

1.  Improved  2.  Stabilized  3.  Deteriorated 


What  tt  the  duration  in  weeks  of  the  present  illness’ 


Count  from  where  definite  deterioration  began  from  normality 
or  chronic  mild  symptoms,  if  relapsing  and  remitting,  take  from 
last  three-month  period  of  symptoms. 

Actual  date  of  onset  to  nearest  54  month  if  possible 
(Anchor  by  an  event  cue  if  necessary.  ©.9.  "husband's  death") 


O’ 

□C1> 

O’ 


It  there  any  history  of  exeeaeiv©  alcohol  intake  in  the  peer? 

Check  (/)  one 

No  history  of  excessive  alcohol  intake 

1 

Mildly  increased  intake 

2 

Moderately  excessive  intake 

3 

Markedly  excessive  habitual  intake 

4 

PO) 

Rate  here  htrtory  of  excessive  intake,  above  usual  therapeutic  range 
of  barbituates.  other  sedative  or  anti-anxiaty  drugs,  amp  bate  mine 
marijuana,  psychotomimetic*  opiate,  or  other  addictive  drugs 

Check  (3/)  one 

None,  or  appropriate  therapeutic  use  only,  or  taken  on  less  than 
three  occasions 

1 

Mild  Mild  habitual  intake  in  excess  of  usual  therapeutic  dose ,  or 
for  longer  Than  usual  or  repeated  sporadic  intake 

2 

«  Moderately  excessive  habitual  Intake 

3 

*  Markedly  excessive  habitua1  intake 

4 

.  0)1 
Such  patients  should  not  be  included  m  the  study 


Total  number  of  depressive  episodes  (Including  current  episode  ) 
(If  more  than  8.  code  8) 

Age  at  first  episode  [  j 
(24)(25) 


Previous  episodes  of  mama  or  hypomania’ 

1=None  2=0ne  3cMore  than  one 


□  (26) 


□  C3) 


Hat  patient  been  convicted  of  a  crime’  f  I  __ 
(Other  then  traffic  offenses)  I - 1  ( 

1  -  NO  2  -  YES 


MISCELLANEOUS  -  JUDGMENTS 


Whet  rs  your  estimate  as  to 
pet  tent' s  intelligence? 
Check  (/)  one 


Previous  episodes  predominantly  not  precipitated 

1 

Previous  episodes  uncertain  or  mixed,  without  one 
pattern  predominating 

2 

Previous  episodes  predominantly  precipated 

3 

<2S) 

PERSONALITY  AND  SOCIOPATHIC  BEHAVIOR 

Which  of  the  following  would  you  say  must  aptly  characterize* 
the  patient's  social  and  friendship  patterns  during  his  adult  life? 

Check  (/)  one 

Generally  outgoing  habitually  seek  ing  company  of  others  and 
enjoying  being  with  people  or  groups,  sought  out  by  others 

1 

Participating  in  activities  with  people  or  groups  seemingly  enjoy 
ing  them  but  generally  not  taking  initiative  in  seeking  out  others 

2 

Generally  friendly,  but  tending  to  limit  relationships  to  one  or  two 

3 

Generally  solitary  in  activities,  participating  in  activities  with 
others  without  enthusiasm. 

4 

Neither  seek  ing  friends,  nor  being  sought  out  by  others, 
engaging  almost  exclusively  in  solitary  pursuits 

5 

C?9) 

How  many  suicide  attempts  has  the  patient  made  during  entire 
life  including  previous  end  present  episode?  ^  ‘ 

(Include  any  but  the  most  minor  gesture  ) 

I^None  2=0ne  3=  More  Than  one 

H  there  were  previous  episodes  of  psychiatric  illness,  n  it  your 
impression  there  were  immediate  precipitants  or  not? 

Base  the  judgmeni  on  all  information  available  including  patient's 
retrospective  assessment.  (If  no  previous  episodes,  cross  out.) 


Much  above  average 

1 

Moderately  above  average 

2 

A  little  above  average 

3 

Average 

4 

A  little  below  average 

5 

Moderately  below  average 

6 

Much  below  average 

7 

03) 


. 
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SOCIAL  HISTORY  DATA  (Pg.  2  of  2) 
Patient  Personal  Data  Inventory  -  Part  II 


MENTAL  ILLNESS  IN  IMMEDIATE  FAMILY  |  |  (3«> 

1  =  NO  2  =  YES  (H  YES.  circle  correci  answer  for  eoch  person  with  mental  illness 


MOTHER 

FATHER 

SIBLING 

#1 

SIBLING 

n 

SIBLING 

#3 

Not  Present 

_ Suspected,  not  confirmed 

Depress*  on  Confirmed,  not  hospitalized 

Hospitalized 

0 

1 

2  (35) 

3 

0 

1 

2  («0) 

3 

0 

1 

2  (45) 

3 

0 

1 

2  (10) 

3 

0 

1 

2  (55) 

3 

Not  Present 

c  Suspecied .  not  confirmed 

Schizophrenia  Confirmed,  not  hospitalized 

Hospitalized 

0 

1 

2  (36) 

3 

0 

1 

2  (41) 

3 

0 

1 

2  146) 

3 

0 

1 

2  (11) 

3 

0 

1 

2  (56, 

3 

Not  Present 

Suspecied,  not  confirmed 

Alcoholism  Confirmed,  not  hospitalized 

Hospitalized 

0 

1 

2  (37) 

3 

0 

1 

2  (42) 

3 

0 

1 

2  (47) 

3 

0 

1 

2  (52) 

3 

0 

1 

2  (57) 

3 

Not  Present 

Mama  Suspecied  not  confirmed 

Confirmed,  not  hospitalized 

Hospitalized 

0 

1 

2  (38) 

3 

0 

1 

2  H3) 

3 

0 

1 

2  H8) 

3 

0 

i 

2  (53) 

3 

0 

1 

2  (58) 

3 

Not  Present 

Qtl>#r  Suspected,  not  confirmed 

Confirmed,  not  hospitalized 

Hospitalized 

0 

1 

2  (39) 

3 

0 

2  (44) 

3 

0 

1 

2  (49) 

3 

0 

1 

2  (54) 

3 

0 

1 

2  (59) 

3 

_ 

What's  your  fudyment  of  the 
deyree  of  pram  orb  id  parson 
elity  abnormality  and  neurotic 
disturbance  in  the  patient’ 
Chock  (/)  ona 

None 

1 

Borderline 

2 

Mild 

3 

Moderate 

4 

Marked 

5 

Severe 

6 

Extremely  severe 

7 

(60) 

How  would  you  characterize 
potentially  stressful  events 
occurring  about  the  time  of 
onset  of  the  illness’ 

Chock  («/)  ona 

No  events 

1 

Minor  events  or  stress 

2 

Moderate  events  or  stress 

3 

Maior  events  or  stress 

4 

(61) 

In  your  judgment  h*j  t he  Ulna*  bMn  pr*apitr»d  by  straw’ 

(You  may  take  into  account  all  circumstances  not  merely 
events  at  onset) 


Definitely  not  precipitated 

1 

Probably  not  precipitated 

2 

Probably  precipitated 

3 

Definitely  precipitated 

4 

What  is  patient's  attitude  towards  medication  as  a  primary  traatmant  for  peasant  condition’  fe> 3) 


Markedly 

Positive 

Moderately 
Posit  ive 

A  Little 

Posit  ive 

Neutral 

A  Little 
Negative 

Moderately 

Negative 

Marwed'y 

Nag*’  ive 

1 

2 

3 

4 

b 

6 

7 

jMLagnoKla  for  Endogenomorphlc  Depression  According  to  Klein 


Endogenomorphlc  depression  is  defined  as  depression  accompanied  by  a  sharp 
impairment  of  the  capacity  to  experience  pleasure  or  to  respond  affectively  to 
the  anticipation  of  pleasure  resulting  in  the  profound  lack  of  interest  and 
investment  in  the  environment.  The  depression  should  be  accompanied  by  either 
agitation  or  retardation. 

CARD  121 


CURS  _ Check  One  Column 


What  are  the  usual  interests?  Are  you 

Loss  of  Interest 

Absent 

1 

still  interested  in  them?  Any  recent 

Recent  Changes 

Mild 

2 

(63) 

changes? ^ 

Severe 

3 

What 

arc  the  usual  pleasures?  Do  you 

Lose  of  Pleasure 

Absen  t 

1 

cn  j  oy 

food?  sex?  Can  you  have  a  good 

Recent  Changes 

Mild 

2 

time? 

Can  you  laugh?  Any  recent 

Severe 

3 

changes?^ 


'Recent  ■  the  point  when  the 
patient  felt  he  was  getting 
ill  to  the  present. 


Definite  endogenomorphlc  must  have 
either  definite  loss  of  pleasure 
or  interest  or  both  plus  either 
agitation  _or  retardation. 

Possible  endogenomorphic  either 
definite  loss  of  pleasure  or  inter¬ 
est  without  retardation  or  agitation, 
or  definite  retardation  without  loss 
of  pleasure  or  interest.  Just  agita¬ 
tion  without  other  symptoms  is  not 
andogenomorphic. 


Retardation 

Absent 

1 

Present 

2 

Agitation 

Absent 

1 

Present 

2 

(67) 

(68) 


Endogenomorphic 

No 

1 

Diagnosis 

Possible 

2 

Definite 

3 
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RASKIN  3-AREA  SCALE 


To  what  extent  does  the  patient  evidence  depression  or  despondency  in  verbal  report,  behavior,  and  secondary  symptoms  of  depression? 


VERY 

MUCH 

CONSID¬ 

ERABLY 

MODER¬ 

ATELY 

SOME¬ 

WHAT 

NOT  AT 
ALL 

VERBAL 

REPORT 

Says  he  feels  blue,  talks  of 
feeling  helpless,  hopeless  or 
worthless;  complains  of  loss  of 
interest,  may  wish  he  were  dead, 
reports  crying  spells. 

5 

4 

3 

2 

1 

BEHAVIOR 

Looks  sad;  cries  easily,  speaks 
in  a  sad  voice;  appears  slowed 
down,  locking  in  energy. 

5 

4 

3 

2 

1 

SECONDARY 

SYMPTOMS 

OF 

DEPRESSION 

Insomnia,  G.l.  complaints,  dry 
mouth,  history  of  recent  suicide 
attempt,  lack  of  appetite;  difficulty 
concentrating  or  remembering. 

5 

4 

3 

2 

1 

TOTAL :  Add  the  scale  points  checked  for  severity  of  depression  in  verbal  report , 

behavior  and  secondary  symptoms  of  depression. 
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HAMILTON  PSYCHIATRIC  RATINC  SCALE 
FOR  DEPRESSION  (Pg.  1  of  3) 


For  each  item  circle  the  number  identifying  the  response  which  best  characterizes  the  patient 


1  ENCIRCLE  ONLY  ONE  ITEM  IN  EACH  CATEGORY 


ITEM 

CUE 

- 1 

1  DEPRESSED 
!  MOOD 

(Sadness,  hope 
lesv  helpless, 
worthless! 

0  ■=  Absent 

1  c  These  feeling  states  indicated  only  an  questioning 

2  *=  These  feeling  states  spontaneously  reported  verbally 

3  *  Communicates  feeling  states  non  verbally— i^..  through  facial  expression,  posture. 

voice  er  d  tendency  to  weep 

A  *  Patient  reports  VIRTUALLY  ONLY  these  feeing  states  in  his  spontaneous  verbe  and 

non-verba1  communication 

16  | 

2  FEELINGS 

OF  GUILT 

0  c  Absent 

1  *  Self-reproach,  feels  he  has  let  people  down 

2  *  Ideas  of  guilt  or  rumination  ove'  past  errors  or  sinful  deeds 

3  c  Present  illness  is  a  punishment.  Delusions  of  guilt 

4  c  Hears  accusatory  or  denunciatory  voices  and/or  experiences  threatening  vrsua  hallucinations 

17 

3  SUICIDE 

0  =  Absent 

1  =  Peels  life  is  not  worth  living 

2  *=  Wishes  he  were  deed  or  any  thoughts  of  possible  death  to  self 

3  c  Suicide  ideas  O'  gesture 

4  *  Attempts  at  suicide  (any  serious  attempt  rates  41 

- 1 

18 

!  0  K  No  difficulty  falling  asleep 

4.  INSOMNIA  1  =  Complains  of  occasional  difficulty  falling  asleep- i.e  more  than  V,  hour 

EARLY  2  »  Complains  of  nightly  difficulty  falling  asleep 

19 

5  INSOMNIA 

MIDDLE 

0  c  No  difficulty 

1  *  Patient  complains  of  being  restless  and  disturbed  during  the  night 

2  =  Waking  during  the  night— any  getting  out  of  bed  rates  2  (except  for  purposes  of  voiding) 

20 

6.  INSOMNIA 

LATE 

0  *  No  difficulty 

1  =  Waking  in  early  hours  of  the  morning  bu’  goes  back  to  sleep 

2  e  Unable  to  fan  asleep  again  if  gets  out  of  bed 

. 

21 

7.  WORK  AND 
ACTIVITIES 

0  e  No  difficulty 

1  c  Thought  and  feelings  of  incapacity  fatigue  or  weakness  related  to  activities  work  or  hobbies 

2  *  Loss  of  interest  in  activity;  hobbies  or  work  —either  directly  reported  by  patient .  or  indirect 

in  lisilessness  mdec.sion  and  vacillation  f feels  he  has  tc  push  seif  to  *x>rk  or  activities) 

3  -  Decrease  in  actual  time  spent  in  activities  or  decrease  m  productivity  In  hospila1  rate  3  if 

petient  does  not  spend  at  least  three  hours  e  day  in  activities  (hospital  jot  or  hobbies) 
exclusive  ol  ward  chores 

4  «=  Stopped  working  because  of  present  illness  In  hosp'ta1  rate  4  if  patient  engages  in  no 

activities  except  ward  chores  or  if  patient  falls  to  perform  ward  chores  unassisted 

2? 

1 

8  RETARDATION 

(Slowness  of 

Though i  and 
speech  impaired 
ability  to 
concentr  atp, 

decreased  motor 
activity! 

0  *  Normal  speech  and  thought 

1  *  Sight  retardation  at  interview 

2  “  Obvious  retardation  at  interview 

3  *  Interview  difficult 

4  =  Complete  stupor 

23  l 

9  AGITATION 

0  c  None 

1  c  "Playing  with'  hands,  hair  etc 

2  c  Hand  wringing  nail-bding  hai»  puling  biting  of  lips 

24 

1 

HAMILTON  PSYCHIATRIC  RATING  SCALE 


FOR  DEPRESSION  (Pg.  2  of  3) 


For  each  item  circle  the  number  identifying  the  response  which  best  characterizes  the  patient 
I  ENCIRCLE  ONLY  ONE  ITEM~IN  EACH  CATEGORY-] 


ITEM 

Cut - 

tO  ANXIETY 

PSYCHIC 

0  ■  No  difficulty 

1  ■  Subjective  tension  and  irritability 

2  “  Worrying  about  minor  matters 

3  *  Apprehensive  attitude  apparent  in  face  or  speech 

4  «  Fears  expressed  without  questioning 

25 

11.  ANXIETY 
SOMATIC 

0  *  Absent  RhyvotogacaJ  concomitants  of  anxiety,  tuch  at 

1  *  Mild 

Gastro-intest inai— dry  mouth,  wind,  indigestion,  diarrhea  cramps,  belching 

2  *  Moderate  Cardio-vascular— palpitations,  headaches 

3  =  Severe  Respiratory  —  hyperventilation ,  sighing 

4  *  Incapacitating  Urinary  trequency 

Sweeting 

26 

12  SOMATIC 
SYMPTOMS 
GASTRO 
INTESTINAL 

0  =  None 

1  c  Loss  ol  appetite  but  eating  without  staff  encouragemer"  Heavy  feeling*  m  abdomen 

2  c  Difficulty  eating  without  staff  urging  Requests  or  requires  laxatives  or  mediation  for 

bowels  or  medication  for  G.l  symptoms 

27 

13.  SOMATIC 
SYMPTOMS 
GENERAL 

0  =  None 

1  ■=  Heaviness  in  limbs,  back  or  head  Backaches,  headache  muscle  aches  Loss  of  energy 

and  faiiguability. 

2  =  Any  clear-cut  symptom  rates  2 

28 

14  GENITAL 
SYMPTOMS 

0  *=  Absent  Symptoms  such  as  Loss  of  libido 

!  _  Ml|d  Menstrual  disturbances 

2  *  Severe  9  *  Not  ascertained 

! 

29  | 

15  HYPOCHON 
DRIASIS 

0  *  Not  present 

1  *  Seif  absorption  (bodily) 

2  c  Preoccupat ion  with  health 

3  *  Frequent  complaints  requests  for  help.  etc. 

4  «■  Hypochondrical  delusions 

30  : 

— 

1«  LOSS  OF 

WEIGHT 

A  WHEN  RATING  BY  HISTORY 

0  *  No  weigh’  loss 

1  =  Probable  weight  loss  associated  with  present  illness 

2  *  Definite  (according  to  petient )  weight  loss 

31 

0  ON  WEEKLY  RATINGS  BY  WARD  PSYCHIATRIST.  WHEN  ACTUAL  WEIGHT 

CHANGES  ARE  MEASURED 

0  ■  Less  than  1  lb  weight  loss  in  week 

1  ■  Greater  than  1  lb  weight  loss  in  week 

2  •  Greeter  than  2  lb  weight  loss  in  week 

32  j 

17.  INSIGHT 

0  *  Acknowledges  being  depressed  and  ill 

1  -  Acknowledges  illness  but  attributes  ceuse  to  bed  lood  climate  overwork  virus  need 

for  rest  etc 

2  •  Denies  being  ill  at  all 

33 

HAMILTON  PSYCHIATRIC  RATING  SCALE 


FOR  DEPRESSION  (Pg.  3  of  3) 


For  each  item  circle  the  number  identifying  the  responte  which  best  characterizet  the  patient 
I  ENCIRCLE  ONLY  ONE  ITEM  IN  EACH  CAT-EGOrT] 


rrcM 

CUE 

18.  DIURNAL 
VARIATION 

A.M.  P.M. 

0  0  *  Absent  |f  symptoms  are  worse  in  t+>e  morning  or  evening 

1  1  *  Mild  note  which  it  is  and  rate  severity  of  variation. 

2  2  Severe 

34  3S 

19.  DEPERSONAL¬ 
IZATION  AND 
DEREALIZATION 

0  c  Absent 

1  ■  Mild  Such  as  Feelings  of  unreality 

2  -  Moderate  Nihilistic  ideas 

3  *  Severe 

4  «  Incapacitating 

36 

20  PARANOID 
SYMPTOMS 

0  =  None 

1  *  Suspicious 

2  «= 

3  *  Ideas  of  reference 

4  «  Delusions  of  reference  and  persecution 

37 

21.  OBSESSIONAL 

AND 

COMPULSIVE 

SYMPTOMS 

0  «  Absent 

1  *  Mild 

2  =  Severe 

3B 
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CLINICAL  INTERVIEW  (Pg.  1  of  2) 


THIS  FORM  SHOULD  BE  COMPLETED  AT  INITIAL  INTERVIEW  BY  PSYCHIATRIST 
ENTER  ACTUAL  RATING  FOR  EACH  ITEM  SEE  INTERVIEW  BOOKLET  FOR  INSTRUCTIONS 


DEPRESSED  FEELINGS 

(16) 

INCREASED  APPETITE 

PI) 

DISTINCT  QUALITY 

(i7) 

WEIGHT  LOSS 

(32) 

DIURNAL  VARIATION  -WORSE  MORNING 

(18) 

IRRITABILITY 

P3j 

DIURNAL  VARIATION  -  WORSE  EVENING 

(19) 

INITIAL  INSOMNIA 

(34) 

REACTIVITY 

(20) 

MIDDLE  INSOMNIA 

(35) 

GUILT,  LOWERED  SELF-ESTEEM 

(21) 

DELAYED  INSOMNIA 

(36) 

PESSIMISM  AND  HOPELESSNESS 

£22) 

REDUCED  SE  XUAL  INTEREST 

(37) 

SUICIDAL  TENDENCIES 

(23) 

PARANOID  IDEAS 

(38) 

DEPERSONALIZATION 

(24) 

DEPRESSIVE  DELUSIONS 

(39) 

OBSESSIONAL  SYMPTOMS 

£25) 

SELF-PITY 

(40) 

WORK  AND  INTERESTS 

(26) 

HYPOCHONDRIASIS 

HD 

ENERGY  AND  FATIGUE 

£27) 

hostility 

H2) 

ANXIETY  -  PSYCHIC 

£28) 

RETARDATION 

H3) 

ANXIETY  -  SOMATIC 

£29) 

AGITAT  ION 

H4) 

ANOREXIA 

(30) 

DEPRESSED  APPEARANCE 

(45) 
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CLINICAL  INTERVIEW  (Pg.  2  of  2) 


1.  DIAGNOSIS 


(Standard  Psychiatric  Nomenclature)  (51-S4) 

Both  A  end  B  Mow  mini  be  completed  on  the  been  indicated 

2.  A.  Suspected  Etiology 

1.  Endogenous 
2  Reactive 

Other 

3.  Organic  (specify) _ 

4.  Symptomatic _ 

5  Mmed  Types _ 


6.  Miscellaneous 


B.  Predominant  Symptom  Complex 

1.  Agitated 

2.  Retarded 

3.  Psychotic 
4  Somatic 

5.  Other  (specify) _ 


3.  Primary  Diagnosis 

Check  (/)  one  of  the  following  categories  from  the  1968  A  .P.  A . 
diagnostic  manual  for  your  primary  diagnosis 


Involutional  melancholia -(296  0) 


Manic  depressive  illness  depressed  '296.2) 


Marne  depressive  illness  other 
(i.e.  any  other  296  category) 


Psychotic  depressive  reaction  (298.0) 


Depressive  neurosis  (300.4) 


Other  (specify) 


Specify  if  other 


Cliartar  diegnowt  according  to  definitions  in  manual  (Check  (/)  ona 


Psychotic  Depressive 

1 

Anxious  Depressive 

2 

Hostile  Depressive 

3 

Young  Depressive  with  Personality  Disorder 

A 

B9) 

Certainty  of  duster  diagnosis.  Check  (/)  on# 

T ypical  patient 

1 

Moderately  typical 

2 

Moderate  uncertainty 

3 

Considerable  doubt 

4 

Very  uncertain 

c 

*0) 

Bobbins  Dtegnoa*  According  to  Menu#!  Check  (/)  ona 

Primary  Affective  Disorder 

1 

Undiagnosed  Psychiatric  Illness 

2 

Secondary  Affective  Disorder 

3 

(6)) 

If  secondary  effective  disorder  what  is  the  major  psychiatric 
disorder  by  Robbins7  Check  (/)  one 

Schizophrenia 

01 

Anxiety  Neurosis 

02 

Obsessive  Compulsive  Neurosis 

03 

Phoebic  Neurosis 

0a 

Hysteria 

06 

Anti  Social  Personality  Disorder 

06 

Alcoholism 

07 

Drug  Dependence 

06 

Mental  Retardation 

OP 

Homosexuality 

10 

T  ransexualism 

1 1 

Anorexia  Nevrosa 

12 

*2  63) 


Secondary  or  Additional  Diagnosis 

This  space  is  provided  in  case  you  wish  to  make  additional,  or 
qualifying  diagnoses  from  the  A.P.A.  1968  Manual 


Is  additional  diagnosis  being  made7 
Specify  _ _ 


Check  On® 

YES 

NO 

1 

2 

Bipolar  Depression  Any  menk  spwods  aver -defined  by  the  prsssnos 
of  4  of  the  following  symptoms  for  at  least  2  weeks 

Press  of  speech  Elevated  mood 

Reduced  need  for  sleep  Over  activity 

Poor  social  judgement  Increased  sex  drive 

Increased  self  esteem  Flight  of  ideas 

Racing  thoughts  Ontrectibility 

Ontpoer  Depress  on  Two  previous  deprssi  i's  aplaodes  of 
airfhcserti  intenarty  to  require  treatment 


Pans  Diegnoats  Unipolar  -  Bspoler  Check  (/)  ona 


Unipolar 

1 

Bipolar 

2 

Other 

3 

BRIEF  PSYCHIATRIC  RATING  SCALE  (Pg. 


1  of  2) 


Circle  the  number  in  the  column  headed  by  the  term 
mhich  best  describes  the  patient's  present  condition 

l 

0 

Z 

m 

c 

I 

£ 

> 

s 

i 

• 

■ 

t 

l 

3 

i. 

li 

i 

t 

• 

: 

► 

l  • 

E  ; 

M 

1. 

SOMATIC 

CONCERN 

Degree  of  concern  o\*»r  prespnt  bodily  health  Rate  the  degree 

To  which  physical  health  is  perceived  as  a  problem  by  the 
patient,  whether  complaints  have  a  realistic  basis  or  not 

1 

2 

3 

4 

6 

6 

7 

16 

2. 

ANXIETY 

Worry,  fear,  or  over -concern  for  present  or  future  Rate  solely 
on  the  basis  of  verbal  report  of  patient's  own  subiective  e* 
per iences.  Do  not  infer  anxiety  from  physical  signs  or  from 
neurotic  defense  mechanisms 

1 

2 

3 

4 

5 

6 

7 

17 

3. 

EMOTIONAL 

WITHDRAWAL 

Deficiency  in  relating  to  the  interviewer  and  to  the  inter 
viewer  situation  Rate  only  the  degree  to  which  the  patient 
gives  the  impression  of  failing  to  be  in  emotional  contact 
with  other  people  in  the  interview 

1 

2 

3 

4 

5 

6 

7 

18 

4. 

CONCEPTUAL 

DISORGANI¬ 

ZATION 

Degree  to  which  the  thought  processes  are  confused,  dis 
connected  or  disorganized  Rate  on  the  basis  of  integration 
of  the  verba!  products  of  the  patient,  do  not  rate  on  the  basis 
of  patient's  subjective  impression  of  his  own  level  of  functioning 

1 

2 

3 

4 

5 

6 

7 

19 

6 

QUILT 

FEELINGS 

Over -concern  or  remorse  for  past  behavior  Rate  on  the  basis 
of  the  patient's  subjective  experiences  of  guilt  as  evidenced  by 
verba'  report  with  appropriate  affect,  do  not  infer  guilt  feelings 
from  depression,  anxiety  or  neurotic  defenses 

1 

2 

3 

4 

5 

6 

7 

1 

20 

6. 

TENSION 

Physical  and  motor  manifestations  of  tension  “nervousness 
and  heightened  activation  level.  Tension  should  be  raied  solely 
on  the  basis  of  physical  signs  and  motor  behavior  and  not  on  the 
basis  of  subjective  experiences  of  tension  reported  by  the  patient 

1 

2 

3 

4 

5 

6 

7 

21 

7. 

MANNERISMS 

AND 

POSTURING 

Unusual  and  unnatural  motor  behavior,  the  type  of  motor 
behavior  which  causes  certain  mental  patients  to  stand  out 
in  a  crowd  of  normal  people  Rate  only  abnormality  of  move 
ments.  do  not  rate  simple  heightened  motor  activity  here 

1 

2 

3 

4 

5 

6 

7 

22  i 

«. 

GRANDIOSITY 

Exaggerated  self-opinion,  conviction  of  unusual  ability  or  powers 
Rate  only  on  the  basis  of  patient's  statements  about  himself  or 
self -m-relation  to-others,  not  or.  the  basis  of  his  demeanor  in  the 
interview  situation 

1 

2 

3 

4 

5 

6 

7 

23 

- 
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BRIEF  PSYCHIATRIC  RATING  SCALE  (Pg.  2  of  2) 


Circle  the  number  in  the  column  headed  by  the  term 
which  best  describes  the  patient's  present  condition 

c 

! 

t 

0 

Z 

5 

I 

>* 

i 

> 

S 

3 

• 

• 

l 

• 

t 

I 

!. 

V: 

0^ 

I 

• 

t 

( 

* 

i  . 

H 

m 

9 

DEPRESSIVE 

MOOD 

Despondency  in  mood .  sadness  Rate  only  degree  of  despondency 
do  not  rate  on  the  basis  of  inferences  concerning  depression  based 
upon  general  retardation  and  somatic  complaints 

1 

2 

3 

4 

5 

6 

7 

24 

10. 

HOSTILITY 

Animosity ,  contempt .  belligerence,  disdain  for  other  people 
outside  the  interview  situanon  Rate  solely  on  the  basis  of  the 
verbal  report  of  feelings  and  actions  of  the  patient  toward  others, 
do  not  infer  hostility  from  neurotic  defenses  anxiety  nor  somatic 
complaints, 

(Rote  attitude  toward  interviewer  under  "uncooper at ireoess".) 

1 

2 

3 

4 

5 

6 

7 

— 

25 

11. 

SUSPICIOUS 

NESS 

Belief  (delusional  or  ofherwisel  that  others  have  now.  or  ha\^  had 
in  the  past  malicious  or  discriminatory  intent  toward  the  patient 

On  the  basis  of  verbal  report,  rate  only  Those  suspicions  which  are 
currently  held  whether  they  concern  past  or  present  circumstances 

1 

2 

3 

4 

5 

6 

7 

26 

12 

HALLUCINA 

TORY 

BEHAVIOR 

Perceptions  without  normal  externa1  stimulus  correspondence  Rate 
only  those  experiences  which  are  reported  to  have  occurred  within 
the  last  week  and  which  are  described  as  distinctly  different  from 
the  thought  and  imagery  processes  of  normal  people 

1 

2 

3 

4 

5 

6 

7 

71 

13 

MOTOR 

RETARDA 

TION 

Reduction  in  energy  leve'  evidenced  in  slowed  movements  Rate 
on  the  basis  of  observed  behavior  of  the  patient  only,  do  not  rate 
on  basis  of  patient's  subjective  impression  of  own  energy  level 

1 

2 

3 

4 

5 

6 

7 

28 

14. 

UNCO 

OPERATIVE 

NESS 

Evidence  of  resistance,  unfriendliness  resentment  and  lack  of 
readiness  to  cooperate  with  the  interviewer  Rate  only  on  the 
bas'S  of  the  patient's  attitude  and  responses  to  the  interviewer 
and  the  interview  situation,  do  not  rate  on  basis  of  reported 
resentment  or  uncooperativeness  outside  the  interview  situation 

1 

2 

3 

4 

5 

6 

7 

29 

16. 

UNUSUAL 

THOUGHT 

CONTENT 

Unusual,  odd.  strange  or  bizarre  thought  content.  Rate  here  The 
degree  of  unusualness  not  the  degree  of  disorganization  of  thought 
processes 

1 

2 

3 

4 

5 

6 

7 

30 

16 

BLUNTED 

AFFECT 

Reduced  emotional  tone,  apparent  lack  of  normal  feeling  or 
involvement 

1 

2 

3 

4 

5 

6 

7 

31 

17 

EXCITE 

MENT 

Heightened  emotional  tone,  agitation,  increased 
reactivity 

1 

2 

3 

4 

5 

6 

7 

18. 

DISORIENT 

ATION 

Confusion  or  lack  of  proper  association  for  person, 
place  or  time 

1 

2 

3 

4 

5 

6 

7 

33 1 

- 


. 
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DEGREE  OF  ILLNESS 


1*  Normal,  not  ill  at  all.  Patient  reports  feeling  well  and  has  total 
absence  of  symptoms  or  symptoms  of  very  mild  intensity  and  short  duration, 
not  judged  to  be  outside  the  range  of  normal  mood  fluctuation.  Activity, 
appetite  and  sleep  patterns  are  undisturbed. 

2.  Borderline  mentally  ill.  Patient  often  reports  not  feeling  com¬ 
pletely  well.  Mild  depressive  symptoms  and/or  anxiety  or  occasional  more 
intense  symptoms  are  present  in  sufficient  degree  as  to  be  considered  probably 
outside  normal  limits  but  not  great  enough  to  be  considered  clinically  ill. 
Activity,  appetite  and  sleep  patterns  probably  not  disturbed. 

3.  Mildly  ill.  Patient  reports  persistent  feelings  of  mild  depression 
or  occasional  more  intense  feelings.  Some  individual  symptoms  reach  a  moderate 
or  marked  degree.  Performance  is  probably  impaired  to  a  mild  degree,  appetite 
and  sleep  patterns  may  be  mildly  to  moderately  affected.  Patient  may  cry 
occasionally.  Treatment  is  probably  indicated,  depending  on  individual  patient. 

4.  Moderately  ill.  Treatment  is  clearly  indicated  for  this  patient 
who  has  persistent  symptoms,  occasionally  of  a  marked  degree.  Secondary  symp¬ 
toms  of  depression  are  evident — e.g.  activity  and  appetite  are  impaired  and 
sleep  is  disturbed. 

5.  Markedly  ill.  Hospitalization  is  probably  indicated  for  this  patient 
whose  activity  has  been  considerably  impaired,  who  is  markedly  depressed  with 
considerable  secondary  symptoms  such  as  insomnia,  appetite  disturbance  and 
lack  of  energy.  Patient  may  be  suicidal. 

6.  Severely  ill.  Hospitalization  is  definitely  indicated  for  this 
patient  who  has  persistent  intense  symptoms.  There  may  be  a  considerable  suicidal 
risk  and  function  will  be  severely  impaired.  There  may  be  depressive  ideas 

of  near  delusional  intensity. 

7.  Among  the  most  extremely  ill  of  patients.  Patient  is  extremely 
suicidal,  is  unable  to  care  for  himself,  and  has  persistent  intense  symptoms 
of  a  delusional  nature. 


. 


SYMPTOM  CHECK  LIST  (SCL-90) 


(Pg.  1  of  2) 


Listed  below  are  symptoms  or  problems  that  people  sometimes  have  Please  read  each  one  carefully  and  deride  how  nm'h 
the  complaint  bothered  or  distressed  you  during  the  past  week,  including  today  Then  put  a  check  mar h  (^i  in  one  of  the 
five  boxes  to  show  this 

Now,  if  the  symptom  is  "headaches,"  and  headaches  have  bothered  you  not  at  all,  put  a  check  mark  in  ihe  bo»  in 
column  1  (Not  At  All)  next  to  the  word  "headaches,"  If  headaches  have  been  bothering  you  a  little  bit,  put  a  check  mark 
in  the  box  in  column  2  (A  Little  Bit),  If  headaches  have  been  bothering  you  moderately,  put  a  check  mark  in  the  bo> 
in  column  3  (Moderately)  If  headaches  have  been  bothering  you  quite  a  bit,  put  a  check  mark  in  the  box  in  column  4 
(Quite  A  Bit),  Finally,  if  headaches  have  been  bothering  you  extremely,  put  a  check  mark  in  the  box  in  column  b  (Extremely). 


EXAMPLE 

_ 

r 

£ 

< 

* 

■ 

HOW  MUCH  WERE 

YOU  BOTHERED  BY 

< 

! 

V 

< 

• 

1 

t 

© 

Z 

< 

Z 

1 

K 

M 

1 

2 

3 

4 

5 

1 

Backaches 

□ 

0 

□ 

□ 

□ 

16 

Headaches 

□ 

□ 

□ 

□ 

□ 

17 

Nervousness  or  shakiness  inside 

□ 

□ 

□ 

□ 

□ 

18 

Unwanted  thoughts,  words,  or 
ideas  Tha:  won't  leave  your  mind 

□ 

□ 

□ 

□ 

□ 

19 

Faintness  or  dizziness 

□ 

□ 

□ 

□ 

□ 

2C 

Loss  o 4  sexua'  interest  or  pleasure 

□ 

□ 

□ 

□ 

□ 

21 

Feehng  critical  of  others 

□ 

□ 

□ 

□ 

□ 

22 

The  idea  that  someone  else  can 

control  your  thoughts 

□ 

□ 

□ 

□ 

□ 

23 

Feeling  others  are  to  blame  for 
most  of  your  troubles 

□ 

□ 

□ 

□ 

□ 

24 

Trouble  remembering  things 

□ 

□ 

□ 

□ 

□ 

2b 

Worried  about  sloppiness  or 
carelessness 

□ 

□ 

□ 

□ 

□ 

26 

Feeling  easily  annoyed  or  irritated 

□ 

□ 

□ 

□ 

□ 

27 

Pains  in  heart  or  chest 

□ 

□ 

□ 

□ 

□ 

28 

Feeling  afraid  in  open  spaces  or 
on  the  streets 

□ 

□ 

□ 

□ 

□ 

29 

Feeling  low  in  energy  or  slowed 
down 

□ 

□ 

□ 

□ 

□ 

30 

Thoughts  of  ending  your  life 

□ 

□ 

□ 

□ 

□ 

31 

Hearing  voices  that  other  people 
do  not  hear 

□ 

□ 

□ 

□ 

□ 

32 

Trembling 

□ 

□ 

□ 

□ 

□ 

33 

Feeling  that  most  people  cannot 
be  trusted 

□ 

□ 

□ 

□ 

□ 

34 

Poor  appetite 

□ 

□ 

□ 

□ 

□ 

3b 

Crying  easily 

□ 

□ 

□ 

□ 

□ 

36 

Feeling  shy  or  uneasy  with  the 
opposite  sex 

□ 

□ 

□ 

□ 

□ 

HOW  MUCH  WERE 

5 

■ 

• 

>* 

i 

< 

% 

E 

YOU  BOTHERED  BY 

< 

| 

• 

• 

z 

< 

2 

cr 

M 

i 

2 

3 

4 

5 

37 

F«elmg  of  being  trapped  or  caught 

□ 

□ 

□ 

□ 

□ 

38 

Suddenly  scared  for  no  reason 

□ 

□ 

D 

□ 

□ 

39 

Temper  outbursts  that  you  could 
not  control 

□ 

□ 

□ 

□ 

□ 

40 

Feeling  afraid  to  go  out  of  your 
house  alone 

□ 

□ 

□ 

□ 

□ 

41 

Blaming  yourse'f  for  things 

□ 

□ 

□ 

□ 

□ 

42 

Pams  in  lo*^r  back 

□ 

□ 

□ 

□ 

□ 

43 

Feeling  blocked  in  getting  things 
done 

□ 

□ 

□ 

□ 

□ 

44 

Feeling  lonely 

□ 

□ 

□ 

□ 

□ 

45 

Feeling  blue 

□ 

□ 

□ 

□ 

□ 

46 

Worrying  too  much  about  thing* 

□ 

□ 

□ 

□ 

□ 

47 

Feeling  no  interest  in  things 

□ 

□ 

□ 

□ 

□ 

48 

Feeling  fearful 

□ 

□ 

□ 

□ 

□ 

49 

Your  feelmgs  being  easily  hurt 

□ 

□ 

□ 

□ 

□ 

50 

Other  people  being  aware  of  your 
private  Thoughts 

□ 

□ 

□ 

□ 

□ 

51 

Feeling  others  do  no  understand  you 
or  are  unsympathetic 

□ 

□ 

□ 

□ 

□ 

52 

Feeling  that  people  are  unfriendly 
or  dislike  you 

□ 

□ 

□ 

□ 

□ 

53 

Having  to  do  things  very  slowly  to 

Insure  correctness 

□ 

□ 

□ 

□ 

□ 

54 

Heart  pounding  or  racing 

□ 

□ 

□ 

□ 

□ 

5b 

Nausee  or  upset  stomach 

□ 

□ 

□ 

□ 

□ 

56 

Feeling  inferior  to  others 

□ 

□ 

□ 

□ 

□ 

57 

Soreness  of  your  muscles 

□ 

□ 

□ 

□ 

□ 

58 

Feeling  that  you  are  watched  or  talked 
•bout  by  others 

□ 

□ 

□ 

□ 

□ 

59 

Trouble  falling  asleep 

□ 

□ 

rj 

□ 

□ 

SYMPTOM  CHECK  LIST  (SCL-90) 


(Pg.  2  of  2) 


MOW  MUCH  WERE 
YOU  BOTHERED  BY 


60  Having  to  check  and  double-check  what 
you  do 

61  Difficulty  mek  mg  decisions 

62  Feeling  afraid  to  travel  on  buses  subways 
or  trains 

63  Trouble  getting  your  breath 

64  Hot  or  cold  spells 

65  Having  to  avoid  certain  things,  places, 
or  activities  because  they  frighten  you 

66  Your  mind  gomg  blank 

67-  Numbness  or  tingling  in  parts  of  your 
body 

68  A  lump  in  your  throat 

69  Feeling  hopeless  about  the  future 

70  Trouble  concentrating 

71  Feeling  weak  in  pa^ts  of  your  body 

72  Feeling  tense  or  keyed  up 

73  Heavy  feelings  in  your  arms  or  legs 

74  Thoughts  of  death  or  dying 

75  Overeating 

76  Feeling  uneasy  when  people  are  watching 
or  talk  mg  about  you 


□ 

□ 

□ 

□ 

□ 

23 

□ 

□ 

□ 

□ 

□ 

24 

D 

□ 

□ 

□ 

□ 

25 

□ 

□ 

□ 

□ 

□ 

26 

□ 

□ 

□ 

□ 

□ 

27 

□ 

□ 

□ 

□ 

□ 

28 

□ 

□ 

□ 

□ 

□ 

29 

30 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

31 

□ 

□ 

□ 

D 

□ 

32 

□ 

□ 

□ 

□ 

□ 

33 

□ 

□ 

□ 

□ 

□ 

34 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

35 

□ 

□ 

□ 

□ 

□ 

36 

□ 

□ 

□ 

□ 

□ 

37 

□ 

□ 

□ 

□ 

□ 

38 

HOW  MUCH  WERE 
YOU  BOTHERED  BY 


Feeling  very  self-conscious  with  others 

Feeling  uneasy  in  crowds,  such  as  shopping 
or  at  a  movie 

Feeling  everything  is  an  effort 
Spells  of  terror  or  panic 

Feeling  uncomfortable  about  eating  or 
drink  mg  in  public 

Getting  into  frequent  arguments 
Feeling  nervous  when  you  are  left  alone 

Others  not  giving  you  proper  credit  for 
your  achievements 

Feeling  lonely  even  when  you  are  with 
people 

Feeling  so  restless  you  couldn't  sit  still 
Feelings  of  worthlessness 
Feeling  that  familiar  things  are  strange 
or  unreal 

Shouting  or  throwing  things 
Feeling  afraid  you  will  faint  in  public 
Feeling  that  people  will  take  advantage 
of  you  if  you  let  them 
Having  thoughts  about  sex  that  bother 
you  a  lot 


VISIT 

78 

FORM 

6 

79 

CARD 

1 

80 

16  Having  thoughts  that  are  not  your  own 

17  Having  urges  to  beat ,  injure,  or  harm 
someone 

18  Awakening  in  the  early  morning 

19  Flaving  to  repeat  The  same  actions  such  as 
touching,  counting,  wash  ng 

20  Sleep  that  is  restless  or  disturbed 

21  Fiaving  urges  to  break  or  smash  things 

22  Flaving  ideas  or  beliefs  That  others  do 
not  share 


□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

n 

n 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

39  The  idea  that  you  should  be  punished 
for  your  sins 

40  Feeling  pushed  to  get  Things  done 

41  The  idee  that  something  serious  is  wrong 
with  your  body 

42  Never  feeling  close  to  another  person 

43  Feelings  of  guilt 

44  The  idea  that  something  is  wrong  with 
your  mind 


c 

< 

< 

o 

z 

1 

£ 

• 

3 

< 

2 

► 

% 

T3 

o 

Z 

3 

£ 

< 

• 

3 

o 

4 

1 

► 

• 

E 

m 

6 

□ 

□ 

□ 

□ 

D 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□1 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□  j 

□ 

D 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

C 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 
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SOCIAL  ADJUSTMENT  SELF  REPORT  QUESTIONNAIRE 
We  are  interested  in  finding  out  how  you  hev#  be®n  doing  in  th®  last  two  weeks  W®  woo  Id  lik®  you  to 
fimwpr  tome  questions  ebout  your  work,  spere  tim®  ®nd  your  family  lift  There  art  no  right  or  wrong 
an«w©rv  to  these  questions  Circle  the  answers  that  best  describes  how  you  he*®  been  in  the  last  two  weeks 


WORK  OUTSIDE  THE  HOME 

Please  check  the  situation  that  best  describes  you 

I  am  _  a  worker  for  pay 

_  a  housewife  _  retired 

_  a  student  _  unemployed 

If  you  do  not  work  for  pay  or  work  less  than  15  hours  each  week 
please  go  on  to  Question  7.  If  you  do  work  15  hours  or  more  for 
pay  each  week,  please  answer  Quesnons  1—6  about  your  work 


6.  He*®  you  felt  upset,  worried,  or  unoomfortabl*  whil#  doing 
your  work  during  th®  I  art  2  weeks7 

1  -  I  never  fell  upset 

2  *  Once  or  twice  I  felt  upset 

3  ■  Half  the  time  I  felt  upset 

4  «  I  felt  upset  most  of  the  time 

5  •  I  felt  upset  ail  of  the  time 


07) 


How  marry  hours  a  vieel  do  you  usually  work  -  07,1*) 

How  many  hours  did  you  work  in  the  last  week  7 _ Q9.2 0) 

The  week  before  that 7 _  C21.22) 

1.  How  marry  days  did  you  mas  from  work  in  th®  le*t  two  weeks7 

1*  No  days  missed 

2  =  One  day 

3  “  I  missed  about  half  the  time 

4  *  Missed  more  than  half  the  time  but  did  make  at  least 

one  day 

5  =  I  did  not  work  any  days 

If  you  hev®  not  worked  any  days  in  th®  lest  two  wks,  go  on 
to  Question  7. 

2.  Hev*  you  been  able  to  do  your  work  in  th®  lest  2  weeks? 

1  *  I  did  my  work  very  well. 

2  “  I  did  my  work  well  but  had  some  minor  problems 

3  *  I  needed  help  with  work  and  did  not  do  well  about  half  C2*) 

the  time 

4  ■  I  did  my  work  poorly  mosi  of  The  time 

5  *  I  did  my  work  poorly  all  the  time 

3.  Hev®  you  been  — hemed  of  how  you  do  your  work  in  th®  last 
2  weeks? 

1  *  I  never  felt  ashamed 

2  *  Once  or  twice  I  felt  a  little  ashamed 

O  5) 

3  -  About  half  The  time  I  felt  ashamed 

4  *  I  tell  ashamed  most  of  the  time 

5  “  I  felt  ashamed  all  the  time 


8.  Hev®  you  found  your  work  mterestmg  the®®  last  two  weeks7 

1  *  My  work  was  almost  always  interesting 

2  ■  Once  or  twice  my  work  was  not  interesting 

3  *  Half  the  time  my  work  was  uninteresting 

4  ■  Most  of  the  time  my  work  was  uninteresting 
6  ■  My  work  was  always  uninteresting 


WORK  AT  HOME  -  WOMEN  ONLY  ANSWER  QUESTIONS  7-12 
OTHERWISE.  GO  ON  TO  QUESTION  19 

7.  How  many  days  did  you  do  som®  housework  during  th®  last 
2  weeks? 

1  •  Every  day 

2  -  I  d*d  the  housework  almost  every  day 

3  •  I  did  the  housework  about  half  The  time 

4  -  I  usually  did  not  do  the  housework 

5  “  I  was  completely  unable  to  do  housework 

8  During  th®  Iasi  two  weeks,  hev®  you  kept  up  with  your 
housework7  This  includes  cooking  cleaning  laundry 
grocery  tfioppmg  and  arrands 

1  -  l  did  my  work  very  well 

2  -  I  did  my  work  well  but  hed  some  minor  problems 

3  •  I  needed  help  with  my  work  and  did  not  do  it  well  ooi 

■bout  half  the  time 

4  ■  I  did  my  work  poorly  mot  of  The  time 

5  •  I  did  my  work  poorly  all  of  the  time 


4.  Have  you  hed  any  arguments  with  peopts  at  work  in  th®  lest 
2  weeks? 

1  -  I  had  no  arguments  and  got  along  very  well 

2  -  I  usually  got  along  well  but  had  minor  arguments 

3  •  I  hod  more  than  one  argument 

4  =  I  had  many  arguments 

5  =  I  was  constantly  in  arguments 


0  He*®  you  been  adism®d  of  how  you  d*d  your  housework 
during  th®  lest  2  weeks? 

1  »  I  neve'  felt  ashamed 

2  •  Once  or  twice  l  fell  a  little  ashamed 

3  -  About  he'f  the  time  I  felt  ashamed 

4  -  I  felt  ashamed  most  of  the  time 

5  ■  I  feM  ashamed  all  the  time 


. 


181 


SOCIAL  ADJUSTMENT  SELF  REPORT  QUESTIONNAIRE  (Pg. 


2  of  6) 


10.  Hova  you  had  any  arguments  with  sal—peopis,  tradesmen 
or  waighbon  in  the  last  2  weeks7 

1  =  I  had  no  arguments  and  got  along  very  well 

2  =  I  usually  got  along  well,  but  had  minor  arguments 

3  =  I  had  more  than  one  argument  P2) 

4  =  I  had  many  arguments. 

5  =  I  was  constantly  in  arguments. 


14.  Hava  you  been  able  to  keep  up  with  your  okmm  work  in  the 
laat  2  waaks? 

1  •  I  did  my  work  very  well 

2  •  I  did  my  work  well  but  had  minor  problems 

3  •  I  needed  help  with  my  work  and  did  not  do  rail  about 

half  the  time 

4  -  I  did  my  work  poorly  most  of  the  time 

5  ■  I  did  my  work  poorly  all  the  time 


11.  Hava  you  fait  upset  while  doing  your  housework  during  the 
last  2  waaks? 

1  =  I  never  felt  upset. 

2  =  Once  or  twice  I  felt  upset 

3  =  Half  the  time  I  felt  upset 

4  =  I  felt  upset  most  of  the  time 

5  =  I  felt  upset  all  of  the  time 


IS.  During  tha  last  2  waaks  hava  you  baan  aahamad  of  how 
you  do  your  school  work? 

1  *  I  never  fell  ashamed 

2  *  Once  or  twice  I  felt  ashamwi 

3  *  About  half  the  time  I  felt  ashamed 

4  «  I  felt  ashamed  mot  of  The  time 

5  B  I  fell' ashamed  ail  of  the  time 


12.  Have  you  found  your  housswork  interesting  thasa  last  2  waaks? 

1  =  My  work  was  almost  always  interesting 

2  =  Once  or  twice  my  work  was  not  interesting 

3  =  Half  the  time  my  work  was  uninteresting 

4  =  Most  of  the  time  my  work  was  uninteresting 

5  =  My  work  was  always  uninteresting 


FOR  STUDENTS 


04) 


H— n  Questions  13—18  if  you  go  to  school  half  time  or  more 
Qtherwiss.  go  on  to  Question  19 

What  bast  describes  your  school  program?  (Choose  one) 


Full  T ime_ 
3/4  T ime. 
Half  Time 


05) 


13.  How  many  dayi  o»  ctaaaat  did  you  mis  in  ttta  lait  2  waaki? 

1  =  No  days  missed 

2  =  A  tew  days  missed 

3  =  I  missed  about  half  the  time  (36) 

4  =  Missed  more  Than  half  time  but  did  make  at  leasi 

one  day 

5  =  I  did  not  go  to  classes  at  all 


16.  Hava  you  had  arty  arguments  with  peopU  at  school  in  th« 
last  2  waaks? 

1  *  I  had  no  arguments  and  got  along  very  w» 

2  ■  I  usually  got  along  well  but  had  minor  arguments 

3  ■  I  had  more  than  one  argument 

4  c  I  had  many  arguments 

5  *  I  was  constantly  in  arguments 

8  *  Not  applicable.  I  did  not  attend  school 

17.  Hava  you  fait  upset  at  school  during  tha  last  2  weeks'’ 

1  -  I  never  felt  upset 

2  •  Once  or  twice  I  felt  upset 

3  ■  Half  the  time  I  felt  upset 

4  «  I  felt  upset  most  of  the  time 

5  *  I  felt  upset  all  of  the  time 

8  ■  Not  applicable  I  did  not  attend  school 

18  Hava  you  found  your  school  work  interesting  thaw 
lost  two  wooki7 

1  -  My  work  was  almost  always  interesting 

2  ■  Once  or  twice  my  work  was  not  interesting 

3  *  Half  The  time  my  work  was  uninteresting 

4  -  Most  of  the  time  my  work  wa<  uninteresting 

5  ■  My  work  was  always  unmterest’ng 


07) 


OS) 


09) 


HO) 


HD 
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SPARE  TIME  -  EVERYONE  ANSWER  QUESTIONS  19-27 


19 


How  many  friends  h«v*  you  coon  Of  spoken  to  on  ths 
telephone  in  ths  (art  2  weeks? 

1  =  Nine  or  more  friends 

2  •  Five  to  eight  friends 

3  *  Two  to  tour  friends 

4  «  One  friend 

5  *  No  friends 

Hevs  you  boon  able  to  talk  about  your  footings  and  problems 
with  at  least  ona  fnond  during  the  I  art  2  weeks? 

1  *  I  can  always  talk  about  my  innermost  feelings 

2  •  I  usually  can  talk  about  my  feelings 

3  ■  About  half  the  time  I  felt  able  to  talk  about  my  feelings 

4  =  I  usually  was  not  able  to  talk  about  my  feelings 

5  -  I  was  never  able  to  talk  about  my  feelings 
8  3  Not  applicable.  I  have  no  friends 


21 .  How  many  times  in  Ytia  last  two  weeks  have  you  gone  out 
socially  with  other  people?  For  example,  visited  friends, 
gone  to  movies  bowling,  church,  restaurants,  invited 
fnench  to  your  home7 

1  =  More  Than  3  times. 

2  =  Three  times 

3  =  Twice 

4  =  Once 

5  3  None 


22.  How  much  time  have  you  spent  on  hobbies  or  spare  time 
interests  during  the  last  2  weeks7  For  example,  bowling 
eewmg.  gardening,  sports,  reeding? 

1  =  I  spent  most  of  my  spare  time  on  hobbies  almost 

every  day 

2  =  I  spent  some  spare  time  on  hobbies  some  of  the  days. 

3  =  I  spent  a  little  spare  time  on  hobbies 

4  *  I  usually  did  not  spend  any  time  on  hobbies  but  did 

watch  TV. 

5  -  I  did  not  spend  any  spare  time  on  hobbies  or 

watching  TV. 

23  Have  you  had  open  arguments  with  your  friends  in  ths 
lest  2  weeks7 

1  •  I  had  no  arguments  and  got  along  very  well 

2  =  I  usually  got  along  well  but  had  minor  arguments 

3  -  I  had  more  than  one  argument 

4  =  I  had  many  arguments 

5  =  I  was  constantly  in  arguments 

8  3  Not  applicable,  I  have  no  friends 


H3) 


24  If  your  feelings  war*  hurt  or  offended  by  ■  fr*end  during 
the  Iasi  two  weeks,  how  badly  d*d  you  take  it? 

1  ■  It  did  not  effect  me  or  it  did  not  happen. 

2  •  I  got  over  it  in  a  tew  hours 

3  •  l  got  over  it  in  a  tew  days 

4  ■  I  got  over  it  in  a  week 

5  •  It  will  take  me  months  to  recover 
8  •  Not  apohceble  l  have  no  friends 

26  Have  you  felt  shy  or  uncomfortable  with  people  in  the 
last  2  weeks? 

1  ■  I  always  felt  comfortable 

2  ■  Sometimes  I  felt  uncomfortable  but  could  relax 

after  a  while 

3  ■  About  half  the  time  I  felt  uncomfortable 

4  -  I  usually  felt  uncomfortable. 

6  •  I  always  felt  uncomfortable 

8  “  Not  applicable.  I  was  never  with  people 

26  Have  you  felt  lonely  end  wished  for  mors  friends  during 
ths  lest  2  weeks7 

1  •  I  have  not  felt  lonely 

2  “  I  have  felt  lonely  a  few  times 

3  =  About  half  the  time  I  felt  lonely 

4  =  I  usually  felt  lonely 

6  ■  I  always  felt  lonely  and  wished  for  more  friends 


27.  Hevs  you  felt  bored  i 
2  weeks7 


i  your  spare  time  during  th#  last 


1  =  I  never  felt  bored 

2  =  I  usually  did  not  feel  bored 

3  *  About  half  the  time  I  felt  bored 

4  *  Most  of  the  time  I  felt  bored 

5  c  I  was  constantly  bored 


Single.  Sepereted  or  I 
opposrts  sex,  pises*  i 
please  cheek  hers 


md  Persons  noi  Irving  with  s 
Questions  28  snd  29  Oth 
end  go  on  to  Question  30 


How  many  times  hevs  you  i 
2  weeks? 

1  -  More  than  3  times 

2  *  Three  times. 

3  ■  Twice. 

4  -  Once 

5  *  Never 
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29  Hava  you  bMn  interested  in  dating  during  tt>#  test  2  wailci 
II  you  haw  not  dated,  would  you  hava  liked  to* 1 2 3 4 5 * 7 8 

1  ■  I  was  always  interested  in  dating 

2  *  Most  of  the  time  I  was  interested 

3  =  About  half  of  the  time  I  was  interested 

4  c  Most  of  the  time  I  was  not  interested 

5  *  I  was  completely  uninterested 


FAMILY 

Answer  Questions  30-37  about  your  parents,  brothers.  awters. 
in  laws,  and  chi  Id  ran  not  Inring  at  horn*  If  non#  of  thaaa  ralatnras  (54) 
a ra  living,  piaaaa  chack  har# _ and  go  on  to  Quastion  36. 

30.  Hava  you  had  opart  arguments  wrth  your  raiativas  in  th# 
last  2  weeks7 

1  =  We  always  got  along  very  well. 

2  «  We  usually  got  along  very  well  but  had  some  minor 

arguments 

3  =  I  had  more  Than  one  argument  with  at  least  one 

relative. 

4  =  I  had  many  arguments. 

5  =  I  was  constantly  in  arguments 

31.  Hav#  been  abt#  to  talk  about  you r  feelings  and  problems 
with  at  laast  on#  of  your  raiativas  in  the  last  2  weeks? 

1  *  I  can  always  talk  about  my  feelings  with  at  least  one 

relative 

2  =  I  usually  can  talk  about  my  feelings 

3  *  About  half  the  time  I  felt  able  to  talk  about  my 

feelings.  (56) 

4  =  I  usually  was  not  able  to  talk  about  my  feelings 

5  =  I  was  never  able  to  talk  about  my  feelings 

8  e  Not  applicable,  no  contact  with  any  relatives  in  the 
last  2  weefcs 


32  Have  you  avoided  contacts  with  your  relatives  th«s« 

Iasi  two  weeks7 

1  =  I  have  contacted  relatives  regularly. 

2  =  I  have  contacted  a  relative  at  least  once 

3  =  I  have  waited  for  my  relatives  to  contact  me  (57) 

4  =  I  avoided  my  relatives,  but  they  contacted  me 

5  ■  I  have  had  no  contacts  with  any  relatives 


34  Hava  you  wanted  to  do  th#  opposit*  of  wtvrt  your  reistiva* 
wanted  in  order  to  me k#  tkem  #ngry  during  th#  I  art  2  wwki  ’ 

1  •  I  never  wanted  to  oppose  then-' 

2  •  Once  or  twice  I  wanted  to  oppose  them 

3  ■  About  half  the  time  I  wanted  to  oppose  them  (59) 

4  -  Most  of  the  time  I  wanted  to  oopose  them 

5  ■  I  always  opposed  them 


36  Hav#  you  b##n  worried  about  things  happening  to  your 
relatives  without  good  reason  in  th#  Iasi  2  weeks7 

1  -  I  have  not  worried  without  reason 

2  •  Once  or  twice  I  worried 

3  •  About  half  the  time  I  worried  l&Oi 

4  ■  Most  of  the  time  I  worried 

5  •  I  have  worried  the  entire  time. 

EVERYONE  answer  Questions  36  and  37,  avan  rf  your  raiativas 
ar#  not  living 


36  Dunng  th#  last  two  weeks.  h#v#  you  bean  thinking  that 
you  hav#  l#t  any  of  your  relatives  down  or  hav#  bean 
unfair  to  them  at  any  time? 

1  ■  I  did  not  feel  that  l  let  them,  down  at  a,; 

2  e  I  usually  did  not  feel  that  I  let  them  down 

3  *  About  half  the  time  I  felt  that  I  let  them  down 

4  *  Most  of  the  time  I  have  felt  that  I  let  them  down. 

5  *  I  always  felt  that  I  let  them  down. 


37  During  the  I  art  two  weeks  hav#  you  been  thinking  that 
any  of  your  raiativas  hava  let  you  down  or  hava  bean 
unfair  to  you  at  any  time7 

1  *  I  never  felt  that  they  let  me  down. 

2  «  I  felt  That  they  usually  did  not  let  me  down 

3  c  About  half  the  time  I  felt  they  let  me  down,. 

4  *  I  usually  have  felt  That  they  let  me  down 

5  *  I  am  very  bitter  than  they  let  me  down 

Piaaaa  answer  Question  38—46  if  you  are  Irving  with  your  spouse 
ar  hava  bean  living  with  •  parson  of  the  opposite  aax  in  a  parma 

nant  relationship  Otherwias  piaaaa  chack  her# _  and 

go  on  to  Quart! on  47. 


33  Did  you  dapend  on  your  raiativas  for  help,  advice, 
ivtoney  or  friendship  during  the  last  2  weeks? 

1  «=  I  never  need  to  depend  on  them. 

2  =  I  usually  did  not  need  to  depend  on  them. 

3  -  About  half  the  time  I  needed  to  depend  on  them  (58) 

4  =  Most  of  the  time  I  depend  on  them 

5  “  I  depend  completely  on  them. 


38  Hava  you  had  open  arguments  with  your  partner  in  the 
last  2  weeks? 

1  •  We  hod  no  arguments  and  we  got  along  well 

2  ■  We  usually  got  along  well  but  hod  minor  arguments 

3  -  We  hod  more  than  one  ar^jment 

4  -  We  had  many  arguments. 

5  «  We  were  constantly  in  ar^jments 


* 
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SOCIAL  ADJUSTMENT  SELF  REPORT  QUESTIONNAIRE  (Pg.  5  of  6) 


39  Have  you  baan  abie  to  talk  about  your  taalirvgi  and  probiam* 
with  your  partnar  during  tba  I  art  2  waakt? 

1  =  I  could  always  talk  freely  about  my  feelings 

2  =  I  usually  could  talk  aboui  my  feelings 

3  c  About  half  the  time  I  felt  able  to  talk  about  my  feelings 

4  =  I  usually  was  not  able  to  talk  about  my  feelings 

5  -  I  was  never  able  to  talk  about  my  feelings 


44  How  merry  time  Kara  you  and  your  partner  had  tntaroouraa? 

1  •  More  then  twice  a  week 

2  •  Once  or  twice  a  week 

3  ■  Once  o/ery  two  weeks 

4  -  Lass  than  once  every  two  weeks  but  at  least  once  in  the 

lest  month 

5  •  Not  at  all  in  a  month  or  longe' 


40.  Hava  you  baan  demanding  to  have  your  own  way  at  home 
during  tha  Iasi  2  waaks? 

1  *=  I  have  not  insisted  on  always  having  my  own  way 

2  =  I  usually  have  not  insisted  on  having  my  own  way. 

3  *  About  half  the  time  I  insisted  on  having  my  own  way 

4  *  I  usually  insisted  on  having  my  own  way. 

5  =  I  always  insisted  on  having  my  own  way. 

41 .  Hava  you  baan  boasad  around  by  your  partnar  thasa  last 
2  weeks? 

1  =  Almost  never 

2  ■  Once  in  a  while. 

3  ■  About  half  the  time. 

4  *  Most  of  the  time. 

5  =  Always. 


46.  Hava  you  had  any  probfarm  during  tntaroourM.  auch  at 
patn  thaaa  I  art  two  waatu? 

1  ■  None 

2  ■  Once  or  twice 

3  -  About  half  the  time  (71) 

4  -  Most  of  the  time. 

6  “  Always  . 

8  ■  Not  applicable  no  intercourse  in  the  last  month 

46  How  have  you  tah  about  mtarcourw  during  tha  I  art  2  wa mks7 

1  -  I  always  enjoyed  it. 

2  »  I  usually  enjoyed  it. 

3  ■  About  half  the  time  I  did  and  half  the  time  l  did  not 

enjoy  it. 

4  ■  I  usually  did  not  enjoy  it. 

5  ■  I  never  enjoyed  it 


42  How  much  have  you  faH  dapaodaot  on  your  partnar  these 
kart  2  waaks? 

1  K  I  was  independent. 

2  ■*  I  was  usually  independent 

3  =  I  was  somewhat  dependent. 

4  =  I  was  usually  dependent 

5  K  I  depended  on  my  partner  for  everything. 


43.  How  haw  you  fail  about  your  partner  during  tha  fact  2 

1  =  I  always  felt  affection. 

2  =  I  usually  felt  affection. 

3  B  About  half  the  time  I  felt  dislike  and  half  the  time 

affection. 


«B9) 


4  *  I  usually  tell  dislike. 

5  =  I  always  felt  dislike 
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SELF  REPORT  QUESTIONNAIRE 


(Pg. 


6  of  6) 


CHILDREN 

Please  ■  newer  Qu«ftH>m  47—50  only  H  you  hod  unmarried  children, 
ttepehddren,  or  foeter  children  Irving  at  home  during  the  last  two  q£) 
wlu  Otherwwe,  please  check  her«____  and  go  on  to 
Question  5 1 . 

47.  Have  you  been  interacted  In  what  your  chHdren  are  doing- 
school,  play  or  hobbies  during  the  last  2  weeks? 

1  *  I  was  always  interested  and  actively  involved 

2  •  I  usually  was  interested  and  involved. 

3  ■  About  half  the  time  interested  end  half  the  time  ^  ^ 

not  interested 

4  •  I  usually  was  disinterested 
6  ■  I  was  always  disinterested 


FAMILY  UNIT-  Answer  Quamoot  51—53  It  you  Hava  m»  bew> 
married,  aver  lived  with  a  person  of  the  opposite  mx  or  eve*  had 

children.  Other  aw.  piaeai  check  her# _ and  go  on  to 

Queation  54 


61.  Hava  you  worried  about  your  partner  or  any  of  your  children 
without  any  reason  during  the  tael  2  weeks,  even  rf  you  arc 
era  not  Irving  together  now? 

1  •  I  never  worried 

2  •  Once  or  twice  I  worried 

3  ■  About  half  the  time  I  worried 

4  •  Moat  of  the  time  I  worried 
6  •  I  always  worried 

8  “-Not  applicable  partner  and  children  not  Irving. 


48.  Have  you  been  able  to  talk  and  Usten  to  your  children 
during  the  lest  2  weeks?  Include  only  children  over  the 

eg*  of  2. 

1  •  I  always  was  able  to  communicate  with  them. 

2  *  I  usually  was  able  to  communicate  with  them 

3  ■  About  half  the  time  I  could  communicate  08) 

4  »  I  usually  was  not  able  to  communicate 

5  «  I  was  completely  unable  to  communicate 

8  •  Not  applicable,  no  children  over  the  age  of  2. 

48.  How  have  you  been  getting  along  with  the  children  during 
the  lest  2  weeks? 

1  *  I  had  no  arguments  and  got  along  very  well 

2  *  I  usually  got  along  well  but  had  minor  arguments.  q9) 

3  ■  I  had  more  Than  one  argument. 

4  «  I  had  many  arguments. 

5  ■  I  was  constantly  in  arguments 


52.  During  the  last  2  wiki  have  you  been  thinking  that  you  hrvi 
let  down  your  partner  or  any  of  your  children  at  eny  time’ 

1  ■  I  did  not  feel  I  let  them  down  at  all 

2  •  I  usually  did  not  feel  that  I  let  them*  down 

3  •  About  half  The  time  I  felt  I  let  Them  down 

4  ■  Most  of  the  time  I  have  felt  that  I  lei  them  dovm 

5  •  I  let  them  down  completely 

53.  During  Che  last  2  weeks,  have  you  been  thinking  that  your 
partner  or  eny  of  your  child  ran  have  let  you  down  at  any 
tfma? 

1—  I  never  felt  that  they  let  me  down. 

2  ■  I  felt  they  usually  did  not  let  me  down 

3  -  About  half  the  time  I  felt  they  iet  me  down 

4  •  I  usually  felt  they  let  me  down 

5  *  I  fed  bitter  that  they  have  let  me  down 


90.  How  have  you  felt  toward  your  children  theaa  lest  2  weeks? 

1  ■  I  always  felt  aflection. 

2  «  I  mostly  felt  affection. 

3  “  About  half  the  time  I  felt  affection 

4  *  Most  of  the  time  I  did  not  feel  affection 

5  ■  I  never  felt  affection  toward  them. 


FINANCIAL  -  EVERYONE  PLEASE  ANSWER  QUESTION  54 

54.  Have  you  had  enough  monay  to  taka  cere  of  your  own  and 
your  family's  financial  naadi  dunng  tha  lest  2  weeks ' 

1  •  I  had  enough  money  for  needs 

2  ■  I  usually  hod  enough  money  with,  minor  problems 

3  -  About  half  the  time  I  did  not  have  enoo^  money 

but  did  not  have  to  borrow  money 

4  •  I  usually  did  not  have  enough  money  and  had  to 

borrow  from  others 
6  •  I  had  groat  financial  difficulty 


' 
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